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SYMPOSIUM—ACCESSORY SINUSES. 
DISEASES OF THE ACCESSORY SINUSES.* 


BY ROBERT C. MYLES, M.D., NEW YORK. 


The subject that has been assigned to me is a broad one. [ 
shall treat it in an epitomized manner, giving rather a condensed 
statement which will chiefly embrace my experience in the treat- 
ment of this class of cases. It has been said that nothing is so 
unreliable as statistics, except some men who make them; never- 
theless, statistical evidence is an invaluable aid to a discriminating 
mind and should be given preference over assertions. 

The principal physiologic function of the nasal accessory cavities 
is to supply fluid secretion and warm air to the nose and to aid the 
sounding board apparatus of the head. The usual causes of dis- 
eases of the pneumatic sinuses are to be found in bacterial activity, 
either primary or secondary to mechanical conditions, generally 
the latter the acute infectious diseases being the greatest offender, 
the so-called polypoid changes second, and the pathologic changes 
at the root ends of the teeth, third. When we shall have perfected 
the art of preventative medicine, we will hear less of accessory 
sinus diseases; our duties will direct us to restore the ares to as 
near a physiologic condition as our science will permit without in- 
juring, permanently, the structure of the nose. Serious confer- 
ences with dentists will greatly reduce our incomes from the an- 
trums. Proper nursing and intelligent interference at the crucial 
time will considerably reduce the number of chronic cases. The 
" *Read before the Eighth Annual Meeting of the American Laryngological, Rhinological . 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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pathologic changes vary from venous intumescence to many ne- 
crotic and formative conditions. 

The diagnosis, prognosis and treatment will be considered un- 
der the individual sections. In the majority of cases of empyema 
of the antrum of Highmore the diagnosis is easily made. The 
° introduction through the hiatus semilunaris of the properly curved 
silver irrigation-tube has enabled the writer, in the majority of 
cases, to settle the diagnosis at once. After using the electric 
light and listening to the arguments of others concerning its worth- 
lessness, he retains and uses it as one of his valuable aids in mak- 
ing the diagnosis. It is not the pus which prevents the transillu- 
mation, but the swollen tissues and the blood within them. Pus 
in the middle meatus issues from the antrum, the anterior eth- 
moidal cells, or the frontal sinus, or from all of them. Placing 
the top of the patient’s head on the floor, and at the same time 
requiring him to blow forcibly through the suspected nostril, will 
demonstrate a quantity of pus in the middle meatus in many cases 
in which the antrum is at fault, and in which the secretion is more 
or less liquid. The passing of a trochar through the middle or 
inferior meatus will confirm the diagnosis in suspected cases in 

which it cannot be made by the previously mentioned methods. 
But there is one class of cases in which the method will fail— 
those in which there are polyps, thick mucus and colloid material. 
The prognosis in antrum diseases depends upon the extent and 
location of the pathologic changes as well as on the method of 
procedure adopted by the surgeon. Since it is not possible for the 
surgeon to anticipate the exact diseased condition before operat- 
ing, nor always possible for him to determine the extent of the 
disease when operating, failure to obtain the best results in every 
case must necessarily occur. Some of the apparently worst forms 
of antral empyema have been cured by the extraction of a tooth 
and a few weeks’ irrigation through the socket. On the other 
hand, the writer has seen cases of trivial discharge, the only symp- 
toms being a moderate post-nasal catarrh, which, after a thor- 
oughly radical operation, consisting of the removal of the anterior 
inferior wall of the antrum, thorough curettage of the internal 
walls, and gauze packing for weeks, have terminated in the most 
obstinate purulent and insubordinate pyogenic conditions. Since 
we cannot obliterate the antrum without objectionable results, we 
must try to restore its functions without destroying too much of 
the lining membrane. The writer believes that he was the first 
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to insist upon not treating the antrum according to thorough surgi- 
cal principles ; in other words, he believes that the thorough cur- 
ettage frequently induces a worse condition than the disease for 
which it is employed. It is his rule, in cases of long history and 
. severe disease manifestations, to make large openings through the 
region of the canine fossa and malar ridge and counter-openings 
through the inferior or middle meatus, followed by a gentle and 
careful curettage of the mucosa and a firm and decided curettage 
of whatever bare bone may be found. The cavity is then packed 
with aristol or iodoform gauze, which has been passed through 
mercuric bichlorid solution. This packing is never allowed to 
remain longer than a week. At the expiration of this time the 
mucous membrane is inspected occasionally, the exuberant granu- 
lations are removed. with the curette, and the cardinal principles 
of free drainage and free admission of air are utilized as far as the 
conditions of the individual case will permit, supplemented by 
various forms of tubing and re-incisions of the membrane as it 
closes over the aperture. The writer, from time to time, has had 
patients who apparently were cured by treatment through the 
natural opening, but these evidently were cases in which purulent 
semi-decayed collections had formed and acted as a leaven to per- 
petuate the suppurating foci. 

In frontal sinus cases the diagnosis at times is extremely diffi- 
cult, but, as a rule, the silver irrigation tube can be inserted into 
the sinus and an injection of normal salt solution makes the diagno- 
sis clear by bringing away a quantity of purulent matter. In the 
severer types of these cases the headaches which come on in the 
morning and pass off in the afternoon are almost pathonomonic. 
This headache may be explained by the fact that the gas, which, 
during the night, escapes through the infundibulum, ceases to do 
so when the patient assumes the upright position, and gravity 
fills the infundibulum with muco-purulent matter. By the after- 
noon the pressure of the gas has forced the muco-pus through 
the naso-frontal canal or infundibulum, when the gas escapes and 
the headache ceases. 

The writer has been accustomed to employ three methods of 
treatment. The first consists of the total obliteration of the sinus, 
either by removing the anterior or inferior frontal sinus-wall and 
every vestige of the mucous membrane of the sinuses, the cavity 
then being packed with gauze. This method succeeds brilliantly 
in cases of small sinuses, but in those patierts in whom the sinuses 
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are large and extend outward and backward above the orbital 
cavity, the treatment is slow, tedious and unsatisfactory. The 
second method is utilized in cases of large sinuses. Part of the 
anterior wall is removed, careful curetting of the mucosa and bare 
bone is employed, and as large an opening as is feasible is made 
' from the sinus to the nose with an especially constructed trephine 

and chisel. Special efforts are made to remove those portions of 
the nasal process of the superior maxillary bone which form a part 
of the floor of the frontal sinus. It has been the custom of the 
writer to endeavor to relieve all severe forms of acute and chronic 
frontal sinusitis by removing the anterior end of the middle turb- 
inal, and a part of the anterior ethmoidal cells, as well as the lower 
walls of the naso-frontal canal and infundibulum. This was form- 
erly done as a preliminary step in cases in which external opera- 
tion was intended, but so many cures resulted from this procedure 
that he now employs it as the first step in the treatment, with the 
hope of effecting a cure through this avenue; if this fails, it makes 
the external operation easier and more effective. 

The diagnosis of ethmoidal-cell disease is usually so easily made 
that “He who runs may read.” In cases of latent empyema in 
the individual cells, the diagnosis is frequently not made until 
the patient has been under observation for some time. The writer 
has found the soft silver probe invaluable in ascertaining the con- 
ditions of the respective cells. In nearly every case it is wiser to 
remove a part or all of the middle turbinal at the outset. In the 
polypoid cases all visible polypoid tissue has been taken away 
with the excisor forceps or snare, and the floors of the sinuses re- 
moved with especially constructed guarded trephines, and with the 
author’s lateral and antero-posterior cutting forceps. His malle- 
able-handled curettes have proved most serviceable in removing 
the intra- and intercellular diseased tissue and walls. The secur- 
ing of free drainage and the free admission of air hold as cardinal 
principles here as well as in the antrum. 

Diseases of the sphenoidal cells, in the writer’s experience, have 
been the most easily diagnosed. The treatment and technique 
employed have been more satisfactory, and results better than 
those obtained in the treatment of the other sinuses. Pus issuing 
from the uppermost region at which the septum joins the sphe- 
noidal bone, and careful probing, will indicate the direction from 
whence it comes. Complete removal of the posterior end of the 
middle turbinal will usually demonstrate the point whence the pus 
makes its exit. The upper anterior wall should be penetrated 
with a guarded awl or an obtuse-angled curette. Extensive re- 
moval of the anterior wall with cutting forceps, gentle curettage, 
irrigation and repeated excisions of the membrane which forms 
over tne openings, have cured for the writer the most obstinate 
and apparently hopelessly diseased conditions of the sphenoidal 
sinuses. 














DISEASES OF THE ETHMOIDAL CELLS.* 
BY EUGENE 1. VANSANT, M.D., PHILADELPHIA. 


The ethmoidal cells, or sinuses, from their anatomical position, 
are not only very liable to disease, particularly of septic or inflam- 
matory nature; but, being situated, as they are, so close to the 
ostia or openings of the other nasal, accessory sinuses, it is almost 
impossible for them to be diseased, without affecting the other sin- 
uses; or, indeed, for the other sinuses to be diseased, and to have 
the ethmoidal sinuses escape. 

The following is a brief resume of some of the more important 
of the anatomical features of the ethmoidal sinuses. These cells, 
or sinuses, consist of a number of thin walled, cellular cavities, lying 
within the later@l masses of the ethmoidal bone. They vary great- 
ly in number, size, and shape. Most anatomists divide them into 
anterior and posterior cells. This separation into two groups is 
made by taking the attachment of the middle turbinate bone as a 
line of division. All those celis communicating with the middle 
meatus of the nose, aré’called anterior, ethmoidal cells; while those 
communicating with the superior meatus are called posterior, eth- 
moidal cells. In the disarticulated skull, many of these cells ap- 
pear to be broken; but when the bones are properly articulated, 
they form perfect cavities. Those on the upper surface are closed 
in, when articulated, by the depressions, or fovae, of the ethmoidal 
edge of the orbital plate of the frontal bone. Those situated an- 
teriorly are closed in by the lachrymal bone, and the nasal process 
of the superior maxillary, while inferiorly, articulation into the eth- 
moidal edge of the orbital plate of the superior maxillary, and pos- 
teriorly, with the lateral mass of the sphenoidal, spongy bones, and 
the orbital process of the palate, complete the cellular structure. 

The anterior cells, may greatly predominate over the posterior 
cells, and reach far backwards; or the opposite condition may pre- 
vail, and the posterior cells reach far forward. 

The number in each group varies greatly, although there are 
generally more of the anterior, than of the posterior cells. The 
anterior cells usually communicate with the middle meatus by sev- 
eral ostia. 

*Read before the Eighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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Some of these ostia open into the infundibulum, on its outer and 
posterior aspect. These are sometimes spoken of as “infundibular 
cells.” Others communicate directly with the middle meatus, and 
open into the groove of the semilunar hiatus, below the line of ori- 
gin of the middle, turbinated bone. 

The posterior cells frequently have but one ostium, although 
there may be two or more. The posterior openings are usually 
larger than those of the anterior cells. They communicate with 
the superior meatus, above the middle turbinated bone, and lie deep- 
ly,.being concealed by the overhanging edge of the superior turbi- 
nate body. 

Occasionally, an additional ostium is found in the incisura eth- 
moidalis superior. This is usually found when a so-called spheno- 
ethmoidal cell is present. Particular attention should be directed 
to certain ethmoidal cells that at times are found lying very close 
to the other accessory sinuses. Thus, occasionally, the roof of 
the maxillary antrum contains one or more air cells, which in the 
articulated skull, complete certain of the ethmoidal cells. These 
have been called “maxillo-ethmoidal cells.” Ag@in, we may find, 
an upward and forward development of ethnfoidal cells towards the 
cavity of the frontal sinus, making a distinct prominence on the 
floor of that sinus, to which prominence the name of bulla fron- 
tales (Lathrop) has been applied. These cells that protrude thus 
forward and are situated close to the floor of the frontal sinus, are 
known as the “fronto ethmoidal cells.” 

Situated in the hiatus semilunaris is a rounded bony prominence 
named by Zuckerlandl, “the Ethmoidal bulla.” Its. size varies. 
and greatly influences the width of the semilunar hiatus. It con- 
tains one or more ethmoidal cells, which communicate directly 
with the middle meatus by an ostium, on its superior aspect. From 
the position of its ostium, drainage from the interior of the ethmoi- 
dal bulla is necessarily imperfect. 

Again, we may find a posterior ethmoidal cell projecting back- 
ward into the body and lesser wing of the sphenoid bone, encroach- 
ing upon a region of the sphenoid sinus. These cells are called 
spheno-ethmoidal cells. From their intimate relation, it may be 
readily seen, how diseases, affecting these maxillo-ethmoidal, fron- 
to-ethmoidal, or spheno-ethmoidal cells, would soon affect the cav- 
ities to which they are so closely- joined. 

The ethmoidal cells are lined by a thin muco-periostial mem- 
brane, containing mucous glands and covered by a layer of ciliated 
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epithelium. The intermediate position of the ethmoidal cells—be- 
ing posteriorly in close contact with the sphenoidal, and anteriorly 
with the frontal sinus—the opening of the anterior cells being so 
close to the frontal and antral ostia, and the upper antral wall be- 
ing so largely composed of the ethmoid bone, all render them very 
liable to extension of diseases from, and to, the other sinuses. 

Moreover, the situation of the ethmoidal cells, and the fact of 
their multiplicity, make them particularly liable to extension of, 
septic or inflammatory diseases from the nasal chambers, and to 
occlusion of their ostia, by local turgescence, growths, or foreign 
bodies. 

The ethmoidal cells may be affected by a local expression of 
certain specific inflammations, (syphilis, tuberculosis, etc.) When 
this is the case, appropriate local treatment is no less necessary, such 
as applications to ulcerations, removal of necrotic bone, etc., but 
the main reliance must be upon remedial measures directed to the 
general disease. 

The ethmoidal cells may be the seat of new growths. Of these, 
myxomata, are the more commonly found. Cases of fibromata, 
sarcomata, and carcinomata, have been reported. The treatment 
consists, whenever posible, of the thorough removal of the growth. 
It occaionally occurs that a malignant growth from the cells is mis- 
taken for a polyp. One instance occurred in a case in a town 
near Philadelphia, in which the physician -in charge removed part 
of a sarcoma, under the impression that he was removing a polypus. 
Uncontrollable hemorrhage followed, and two days later the patient 
was brought to me in Philadelphia. At that time he was nearly 
ex-sanguine, and fainted while being examined; but anterior and 
posterior nasal plugs, hypodermoclyses of large quantities of nor- 
mal salt solution, with rest and appropriate general treatment, re- 
vived him, only, however, to be followed, by a fatal result about 
two weeks later owing to the rapid growth of the tumor, invol- 
ving the frontal sinus and orbit, with metastases to the brain. It is 
very probable that the inflammation produced by the operation, and 
the lessened vital resistance of the patient, from the hemorrhage, 
had caused the rapid extension of the growth. 

Catarrhal and suppurative inflammation of the ethmoidal cells 
are the conditions that most frequently demand our attention. These 
are very prevalent, and frequently exist unsuspected. There is no 
doubt that many cases of acute and chronic rhinitis, of purulent 
rhinitis in children, and of atrophic rhinitis, are accompanied and 
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sustained by associated lesions of the ethmoidal sinuses. Again as 
previously pointed out, it is unusual to have an inflammation con- 
tinue long in the neighboring accesory sinuses, without involve- 
ment of the ethmoidal cells. 

Catarrhal inflammation of the ethmoidal cells is usually asso- 
ciated with an acute rhinitis. More rarely, it occurs during the 
course of certain infectious diseases, such as measles, scarlet fever, 
typhoid fever, pneumonia, diptheria, etc. Influenza is a very fre- 
quent cause. 

In acute catarrhal inflammation, the mucosa is reddened, swollen 
and congested, being infiltrated with round cells, and is accompanied 
by a profuse, serous exudation. This condition may soon subside 
and be followed by resolution; or continuing, may become chronic, 
and later take on a suppurative condition. The clinical symptoms 
are ill-defined,consisting mainly in a greater severity of p4in and dis- 
comfort, than usually accompanies a rhinitis. At times, careful 
examination will reveal a catarrhal discharge proceeding directly 
from the cells. Should the ostia of the cells become obstructed, 
and the exudation be retained under tension—the symptoms are 
greatly aggravated ; and deep-seated pains may be felt over the root 
of the nose, or be referred to the posterior region of the orbit. If 
the posterior cells are involved, the patient is apt to refer the pain al- 
so to the temporal region. Acute catarrhal inflammation of the 
ethmoidal cells usually ends in resolution. Treatment is directed 
to the nasal inflammation present—rest ; purgation; application of 
hot water over the nose and face; and cleansing of the nose with 
warm alkaline washes, gives much relief. When associated with 
an acute rhinitis, I have seen good results from the internal exhibi- 
tion of the following prescription : 

Acetanilid, gr. ii. 

Compound Morphia Powder, gr. i. 

Bromide of Soda, grs. v. 

Given every hour until 4 or 6 doses are taken. Should the se- 
cretions be retained, within the celis, efforts should be made to pro- 
mote drainage by opening their ostia; or, if the distension be grat, 
free incisions should be made. 

If the catarrhal inflammation takes on a chronic form, it is apt 
to become suppurative, through secondary bacterial infection. 

Suppurative inflammation of the ethmoidal cells may be acute or 
chronic, and either condition can be further modified by obstruction 
of the ostia, leading to confinement of the secretion within the cells. 
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Acute suppurative ethmoiditis presents the same general etiolo- 
gy as the acute, catarrhal inflammation of the cells. Influenza, of 
late years, has been a very frequent cause. The infecting agent 
being of the mixed character. Traumatism and operative proced- 
ures in the nasal chambers may at times be followed by acute sup- 
puration of the ethmoidal cells. The symptoms and treatment are 
about the same, as for the acute catarrhal variety, The pain, how- 
ever, is apt to be more severe, and, if the pus is confined, early 
incision is imperative in order to prevent the invasion of the neigh- 
boring cavities. 

Most cases of suppurative ethmoiditis, however, present them- 
selves when the condition is already a chronic one. Chronic sup- 
purative ethmoiditis, as already stated, may be the sequence of a 
previous simple catarrhal condition that has become infected with 
pus organisms. Obstruction of the nasal chambers, from growths, 
deflection of the nasal septum, or other morbid intra-nasal condi- 
tions, by causing a chronic congestion of the lining mucosa, and 
retaining secretions, are very frequent causes. The abnormal 
width in the unobstructed nostril, in cases of nasal septal deflection, 
and in atrophic rhinitis, particularly exposes the ethmoidal cells of 
the corresponding side, and leads to chronic suppuration within 
them. Syphilis, especially in the tertiary stage, scrofula, and tuber- 
culosis, are important factors in the causation of chronic purulent 
ethmoiditis. Foreign bodies in the nose are also a cause. 

In chronic suppuration, the mucous membrane lining the sinuses, 
becomes thickened, frequently presenting a boggy, swollen and ge- 
latinous appearance. Granulations, and soft polypoid processes, 
not infrequently spring up from the mucous membrane. This 
swelling of the membrane may effectively block the openings of the 
sinuses. Later the bony partitions between the cells necrose, and 
come away mixed with the secretion in delicate particles. 


SYMPTOMS. 


Quite a number of cases of purulent ethmoiditis, show but few 
symptoms, except a slight chronic, nasal discharge. Such cases 
have been spoken of as “latent empyemas.” 

Usually, in addition to the discharge, the patient complains of 
more or less constant pain, which is usually referred to the fore- 
head or post-region of the orbit, or'to the temporal region. Not 
infrequently, a diffuse, dull, heavy feeling in the head is complained 
of. The pain is greatly increased by retention of the secretion, un- 
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der pressure. It is the writer’s opinion, that although complete 
retention, in cases of suppurative ethmoiditis, (the so-called closed 
empyema), is comparatively rare. Still, a partial retention of the 
secretions is almost always present. The ostia of the cells are 
not well placed for constant drainage, and many cases are compli- 
cated by intra-nasal obstructions, that also may prevent good drain- 
age from the cells. The nasal discharge is usually of a tenacious, 
muco-purulent character, with a creamy white appearance, but it 
may vary, at times being more mucoid, at times more purulent. 
An intercurrent rhinitis, will frequently increase the discharge, and 
cause it to become more purulent. An offensive odor to the dis- 
charge may be present, and this odor may be perceptible to the pa- 
tient. The disease usually is unilateral, but both sides may be af- 
fected. The discharge, especially from the posterior cells, has a 
tendency to flow back into the naso-pharynx, and causes cough, 
hawking, dryness of the throat, and huskiness of the voice. Being 
swallowed, it leads to digestive disturbances, and may even cause 
a slight, chronic, septic condition of the patient. The senses of 
smell and taste are frequently disturbed; being greatly lessened, 
and, at times, absent. Rarely, the patient complains of a peculiar 
taste to everything he eats. 

Not infrequently the patient’s spirits and intellectuality are af- 
fected. Mental depression, inability to sustain prolonged mental 
application, or to study, may be noticed. 

When retention of the pus continues, pressure symptoms, in va- 
rious directions from the cells, may be present. Ocular derange- 
ment, with pressure symptoms of the orbit, and its contents, are 
frequently noticed. Optic neuritis, is not uncommon. The pa- 
tient, in cases of this character, suffers from intense pain. The ab- 
scess may evacuate itself in various directions, emptying usually in- 
to the nasal chamber, or one of the other accessory sinuses. At 
times, it opens in the orbit, particularly at the inner angle, and we 
do not forget, that it may empty into the anteria fossa of the skull. 

The diagnosis of chronic suppurative ethmoiditis, is greatly aided 
by inspection, leading to the determination of the existence of a 
nasal discharge, and its origin in the cells. At times, the removal 
of intra-nasal obstructions, or of the anterior end of the middle tur- 
binal, greatly aids in the examination, and indeed may be indispen- 
sable. Careful probing may release pent-up secretion or reveal 
diseased bone, and by means of an air-douche, the secretion may be 
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blown out of the cells. The frequency of involvement of the other 
nasal sinuses, must also be taken into consideration. 

‘The examination is greatly aided by shrinking the nasal mucosa 
by topical applications of solutions of cocaine, and adrenalin-chlo- 
ride. The situation of the ostia should be remembered; and, if 
the posterior cells are involved, we can best determine that fact by 
posterior rhinoscopy. 

Transillumination is not of much value in the diagnosis. In 
the severe cases, the retention of pus, the pressure symptoms would 
greatly aid the diagnosis. The prognosis of chronic, purulent eth- 
moiditis, is uncertain, and depends greatly upon how carefully 
treatment is carried out. 

In the treatment of chronic suppurative ethmoiditis, thorough 
drainage of the cells, removal of the purulent secretion, and the dis- 
eased portions of the cells, are the essential points. All intra-nasal 
obstructions to discharge from the cells, should be removed. The 
frequent association of nasal polyps with this disease, demands care- 
ful examination for their detection, and their thorough removal. In 
the great majority of cases, it is best to remove the anterior end 
of the middle turbinate; if the posterior cells are involved, the en- 
tire middle turbinate should be removed. The author’s method of 
removing the anterior portion of the middle turbinate, is to cut 
through the bone, close to its attachment, with a powerful pair of 
scissors, or such forceps as the Grunwalds, nasal forceps, and then 
with the cold wire snare, remove the entire anterior portion. Ap- 
plication of solutions of cocaine, and adrenalin chloride, greatly fa- 
cilitates this procedure. After removal of all nasal obstructions, 
and the necessary part of the middle turbinate, the cells should be 
examined, and if found necrotic, or filled with granulations, thor- 
ough curettement should be done. For this purpose, a ring knife 
or the Myles or Bryans curette, or the Gunwalds’ forceps, may be 
recommended. 

In order to check the bleeding, and to prevent secondary hemor- 
rhage, it is well to lightly pack the part after the operation, with 
small strips of gauze or cotton. These may, if necessary, be sat- 
urated with styptic solutions. 

Syringing the cells with a current of hot air is very advantag- 
eous, by removing secretions from the cells, and lessening the con- 
gestion of the lining membrane. The author’s hot-air syringe is 
well adapted for this purpose. A plan of treatment that has given 
the writer a number of favorable results, is to remove any nasal ob- 
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struction as well as the anterior portion of the middle turbinate. 
Then, later, when the site of the operations is healed, to continue the 
treatment by syringing the cells with hot-air, and by means of a 
Blake’s inner ear syringe, to inject antiseptic solutions into them. 
Of such solutions, a five per cent water solution of protagol, and 
10 per cent to 20 per cent solutions of ichthyol may be recommend- 
ed. . 

The patient should frequently douche the nose with a warm, 
mild, anti-septic solution, to remove all secretions, and promote 
drainage. 

Hot-water applications, over the root of the nose and face, also 
seem to be of benefit, and they certainly give much comfort to the 
patient. ' 

The patient’s general condition should be looked after. All di- 
gestive disturbance, constipation, etc., should be corrected. Should 
syphilis or gout be present, appropriate general treatment is neces- 
sary.) 5 

In a number of cases, after establishing drainage, etc., I have 
found a change of air very beneficial to the patient, such as a pro- 
longed stay at the seashore, or in the mountains. 

In those severe cases, associated with orbital abscess, or where 
a fistula has been formed, an external cutting operation is usually 
required. The fistula should be enlarged, and the diseased eth- 
moidal cells opened. 

If found necessary, the ethmoidal labyrinth may be opened, by 
prolonging the usual external incision, made in opening the frontal 
sinus, downward, toward the inner canthus of the eye. The perios- 
teum, along with the soft parts, should be raised, and the inner 
wall of.the orbit exposed. The communication into the cells, 
sought for, and a free passage should be established into the nasal 
chambers. 

The possibility of involvement of the other sinuses, in the suppu- 
rative process, should be borne in mind, and if present, appropriate 
operative measures should be taken, in order to prevent re-infec- 
tion of the ethmoidal cells, and make the relief permanent. 














THE SPHENOIDAL SINUS.* 


BY C. G. COAKLEY, M.D., NEW YORK. 
Clinical Professor of Laryngology, University and Bellevue Hospital Medical College. 


The first evidence that I could find on record of any disease of 
the sphenoidal sinus was that of Rouge, who in 1872, discovered 
in an autopsy that this cavity contained pus. The first to diagnose 
suppuration in this cavity in the living was Schaeffer, who in 1885, 
diagnosed and operated upon this condition. In the last seventeen 
years, sphenoidal sinusitis has been more and more frequently 
recognized, but even at the present time we feel that rhinologists 
have not yet learned to recognize all of the cases occurring in pa- 
tients whom they are treating for various other diseases. The 
deep situation of this sinus, the impossibility of seeing its ostium 
either through the nose or through the naso-pharynx, and the 
frequent association of suppuration in the other accessory sinuses 
make it extremely difficult to make this diagnosis. 

Before considering affections of this sinus, I wish to call your at- 
tention merely to a few points in its anatomy. The cavity varies 
considerably in ‘size and in the thickness of its walls. Its superior 
wall separating it from the cranial cavity, is usually less than one 
millimeter in thickness. Above it lie the optic nerve, ophthalmic 
artery and third cranial nerve. Its inferior wall is usually much 
thicker, especially at the posterior portion. The lateral walls 
vary considerably in thickness, and along them pass important 
structures, involvement of which in diseases of this sinus, produce 
many of the symptoms and signs which are indications of disease 
of this sinus. The fourth nerve, the ophthalmic vein, the internal 
carotid artery, the superior maxillary division of the fifth nerve 
all pass in close proximity to this wall. The anterior wall is closed 
by the lamellae which complete the posterior ethmoidal cells. The 

ostium is situated high up above the middle turbinate and at a 
varying distance above the floor of the sinus. It is usually near the 


*Read before the Eighth Annual Meeting of'the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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median line. The cavity is divided antero-posteriorly by a septum 
vertically placed. 


CAUSES. 


The causes ot sphenoidal sinus diseases are usually the result of 
extension of inflammation affecting the ‘nasal mucous membrane. 
Probably influenza, or at any rate severe acute rhinitises are re- 
sponsible for the majority of these inflammations. There have also 
been cases reported as following scarlet fever, pneumonia, measles, 
erysipelas, typhoid fever and syphilis. 


ACUTE INFLAMMATION—SYMPTOMS. 


Acute inflammation of the sphenoidal sinus’ is accompanied by 
fever, occasionally rigors, dizziness and headache, which may be 
general, if very severe, or referred to the occipital region, the 
frontal region or at times to the vertex. In some cases, pain sit- 
uated at the back part of the orbit, may be the only symptom 
complained of. An examination of the nasal cavity in these cases 
is apt to reveal the mucous membrane enormously swollen and 
congested, so that no view of the superior meatus can be obtained 
even after thoroughly spraying the nose with cocain and adrenalin. 
Examination of the naso-pharynx will probably show the presence of a 
thick tenacious mucus issuing from the posterior nares and per- 
haps extending along the posterior wall of this cavity. We have 
never been able in acute cases, even after the most thorough con- 
traction of the nasal mucous membrane, to get a view through 
the nose of pus issuing from the normal opening of the sphenoidal 
sinus. We are always even in doubt in such cases as to whether 
the sphenoidal sinus is involved, or whether these same symptoms 
may not be due to involvement of the posterior ethmoidal cells. 
We know of no way of differentiating between these two acute 
conditions, except by removing the middle turbinate and punc- 
turing and washing out the sphenoidal sinus. Unless the symp- 
toms are very grave, we think such a procedure unwarranted. The 
treatment of the suspected acute suppuration which we adopt 1s 
that of keeping the nasal mucous membrane thoroughly contracted 
with cocain and adrenalin, q. 2 hr. if necessary, and. subsequently 
the nose irrigated with very hot normal saline solutions. If this 
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according to the gravity of the symptoms, feel justified in the more 
radical operation, as described later on. 


CHRONIC SUPPURATION OF THE SPHENOIDAL SINUS. 


The subjective symptoms of this condition are a discharge of 
pus or the presence of thick crusts appearing in the naso-pharynx. 
Fetor may or may not be present, and if present may only inter- 
mittently be observed. At times the patient is aware of this fetor 
when it is not noticeable to the physician or those with whom the 
patient comes in contact. Neuralgia sometimes referred to the 
supra-orbital region and at others referred to the infra-orbital, at 
other times to the occipital region of the head may be complained 
of. When the discharge is intermittent they frequently notice a 
marked relief in the pain for a few hours or a day after the escape 
of a large amount of discharge into the naso-pharynx. I think I 
may lay it down as an almost invariable rule that a patient who has 
been operated on for suppuration of any of the accessory sinuses 
and who has good drainage in consequence from that cavity, but 
who still complains of pain or neuralgia will be found to have some 
other cells or sinus involved. Optic neuritis has been observed 
from the pressure of the expanding cavity upon the optic nerve. 
Meningitis or symptoms of meningeal irritation sometimes have 
been the first evidence of any involvement of this sinus. Exam- 
ination of the anterior portion of the nose when this sinus alone 
is involved, may not show any trace of pus, or there may be a 
small amount of pus visible above the middle turbinate and be- 
tween it and the septum. In only one case in which there was 
marked atrophy of the middle turbinate have we been able to 
see without previous operative interference the ostium of the 
sphenoid sinus. Examination of the naso-pharynx usually shows 
pus issuing from the posterior nares, or dry greenish-brown crusts 
at the vault of the naso-pharynx. It has been our misfortune to 
frequently overlook diseases of this sinus owing to the fact that at 
the time of the visit of the patient to our office there has been no 
evidence of pus anywhere in the nose or naso-pharynx, the dis- 
charge being intermittent, and perhaps the patient has used a spray 
or douche or removed by hawking all evidences of discharge from 
the posterior nares and naso-pharynx. After several visits, the 
finding of this secretion has directed our attention to this sinus. 
Where we have good reason to suspect sphenoidal sinusitis, we 
thoroughly cocainize the nose and attempt to pass a probe between 
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the middle turbinate and septum, until the probe can be seen to 
enter the vault of the naso-pharynx by means of the rhinoscodpic 
mirror. We then withdraw the probe 1-16 of an inch, inclining its 
tip slightly more upwards, and push it forward a distance of %4 
of an inch, thereby seeking to enter the natural opening of the 
sphenoidal sinus or with the use of very little force to push the 
probe through the wall of the diseased sinus into its cavity. It 
will be found that the probe has penetrated the nasal cavity on the 
average about seven centimeters at the time of its entrance into 
the sphenoid sinus. This measurement is taken from the lower 
border of the introitus nasi. We know that we are within the 
sinus by being able to freely push the probe forward a distance of 
one to one and a half centimeters farther. To make sure that the 
distal end of the probe is in the sinus and has not slipped below 
the border of the sphenoid body, we have only to try to depress 
the distal end of the probe. If this is impossible we know we are 
in the sinus. Again, inspection of the naso-pharynx by the rhino- 
scopic mirror will detect the probe if situated in the naso-pharynx. 
The patient’s sensation of the probe in the naso-pharynx may alse 
usually be relied upon. , 

Deviations of the septum, thickenings of the septum, spurs of 
the septum, a greatly enlarged middle turbinate, polypi, atresias re- 
sulting from previous operations and congenitally narrow nasal 
cavities render the employment of the probe difficult and often im- 
possible without first correcting the intranasal defects. 

Having entered the sinus with a probe we in a similar way pass 
a canula into the cavity, and irrigate the sinus with warm sterile 
normal saline solution. The patient’s head is inclined forward 
and he is directed to expectorate into a pus-basin, the solution as it 
returns from the mouth and sometimes also from the nose. This 
if pus-laden completes our diagnosis. 

We next take a Bryan’s gouge and curette and break down 
the anterior wall of the sinus below the ostium. If care be taken, 
to keep the curette down and inward no danger of perforating the 
sinus and entering the brain exists. The granulations within the 
cavity may be removed with this curette or a medium sized Myles’ 
ring curette. Great care must be exercised in curetting the su- 
perior and external walls of the cavity on account of the thinness 
of the bony walls at these points. I must confess that in all my 
exploring of and operating upon the sphenoid sinus I feel most 
anxious for two or three days, always realizing that a sudden 
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movement of the patient’s head or a slight deviation from the 
proper direction of the probe or curette, or an abnormality in the 
size and position of the sinus may lead to perforation of the bony 
wall and an infection of the meninges or brain which may prove 
fatal. 

It frequently happens that probing and catheterization can not 
be accomplished without first removing part or even all of the 
middle turbinate. This we do under cocain and adrenalin with 
snare, scissors, forceps or spoke shave, using one or all before 
accomplishing our purpose. 

The subsequent treatment consists in daily washings of the sinus 
with normal saline solution. We have found that some of our 
cases can be taught to pass a canula and irrigate the sinus them- 
selves. 

We are aware that three other methods have been advocated 
for entering the sphenoidal sinus. 

I. Opening through the floor via the naso-pharynx. 

2. Opening through the antrum, breaking down the posterior 
ethmoidal cells and thus reaching the sphenoid sinus. 

3. Opening through the frontal sinus and posterior ethmoidal 
cells to the sphenoid. While we have frequently practiced these 
operations upon the cadaver, we have not clinically met with a 
case which we have felt could be better operated on by one of these 
routes in preference to the nasal route. My impression is that 
by the latter two routes, with a patient under an anesthetic, and 
the hemorrhage from diseased cells very profuse the danger of en- 
tering the cranial cavity with its probable disastrous results would 
be greater than that by the nasal route. 














EMPYEMA OF THE ANTRUM.* 
BY C. M. COBB, M.D., BOSTON, MASS. 


The necessity of the antral cavity renders it an easier subject, 
both for diagnosis and treatment, than are the other accessory 
cavities. 

It is the only one-in which external factors, such as teeth and 
foreign bodies, introduced whether by man or nature, play a promi- 
nent part. For clinical purposes we may divide the causes of sup- 
puration in the antrum into first empyema, secondary to frontal 
or ethmoid disease ; secondly, empyema due to decayed condition of 
the teeth; third, suppuration due to foreign bodies, as rubber in- 
jected by dentists through a tooth root communicating with the 
antrum; fourth, empyemata due to obstruction of the antral orifice 
by polypi, new growth or swelling of the middle turbinated bone ; 
fifth, suppuration resulting from tumors, malignant or otherwise, 
of the antrum; sixth, empyema due to syphilis and resulting in 
necrosis generally-of some portion of the antral wall. 

1. It has been proven anatomically that fluid injected into the 
frontal sinus may pass into the antrum in certain positions of the 
head. Clinically, cases of antral disease long treated by washing 
out the antrum without success have been cured by treatment of 
the frontal or ethmoid region without any treatment directed to 
the antrum itself, proving that the antrum may be a reservoir for 
the pus of other sinuses. 

2. Diseased teeth should be examined with heat and cold to 
ascertain whether the roots are alive or dead. If dead, they should 
be removed if useless, but if necessary for dental purposes, such 
as crown-work, bridges, etc., the roots of suspicious teeth should 
be opened, cleaned and refilled. Especially is this important as 
regards the first and second molars, and the second biscuspid 
of the side affected. The apparent absence of teeth does not pre- 
clude empyema due to roots, since x-ray photography has revealed 
a root otherwise invisible and the cause of empyema. After re- 
moval of a diseased tooth, all its roots should be examined by 
" *Read before the Eighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 

—506— 








COBB: EMPYEMA OF THE ANTRUM. 507 


the physician to assure himself that nothing has been broken off 
and allowed to remain in the jaw to keep up the disease. 

Foreign Bodies.—Supernumery teeth have been found in the 
jaw causing suppuration, both externally into the mouth and in- 
ternally into the antrum. They may be diagnosed by the probe 
as hard bodies lying free in the sinus connecting with the mouth. 
Hard rubber softened by heat and injected through the tooth root 
into the antrum in the attempt to fill a cavity has also been found 
to be a cause of empyema. 

5. Suppuration caused by obstruction of the opening of the 
antrum is usually of the acute variety. 

5a. Empyema may be caused by new growths in the sinus and 
the diagnosis will rest on the appearance of some prolongation 
into the nose or on the softening of the antral wall by absorption 
of bone, which seldom occurs in simple empyema. 

6. Syphilitic empyema frequently occurs and is most commonly 
diagnosed by the odor and the softening of bone, and its appear- 
ance in the nasal discharge. This rarely occurs in new growths, 
since the bone is more likely to be absorbed than exfoliated. The 
reaction of such cases to anti-syphilitic treatment is also marked. 

Diagnosis.—Clinically, dental empyema is most likely to be con- 
founded with facial swellings due to inflamed teeth and more espe- 
cially with dentigenous cysts. 

Especially in dentigenous cysts is this the case, since in these 
cases a probe passed in disappears in the region of the antrum 
two or more inches. Even among dentists [ have found this dis- 
ease frequently confounded with antral empyema. The walls of 
a dentigenous cyst are bony and offer the same resistance to the 
probe as do the walls of the antrum. They often occur in the 
anterior wall of the antrum, so that the direction of the probe on 
entering a tooth socket is the same. But both in acute swellings 
over the antrum and in dentigenous cysts, there is no unilateral 
nasal discharge, and if water be injected into the tooth socket in 
the case of cysts, it does not pass out through the nose. 

If we have a pus discharge from one nostril and are in doubt 
as to the sinus from which is comes, we have to depend on obser- 
vation of the source of pus by the eye, and the use of the probe 
to detect bare or necrosed bone in ethmoid or frontal regions. 
If, on tapping and washing out the antrum, we get a flow of pus 
within an hour or so, we may conclude that it comes from some 
source outside of the antrum. 
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Treatment.—if assured that chronic antral empyema, uncompli- 
cated with that of other cavities, is present, we should consider all 
points given in the etiology very carefully before proceeding to 
operation. If no cause has been discovered we may proceed to 
open the antrum in any one of several ways. The operation of 
Lathrop for removal of the bony nasal wall of the antrum below 
the lower turbinate and so throwing open the cavity of the antrum 
into the nostril is probably the best of the kind hitherto suggested. 
All radical operations in the lower meatus are, however, open to 
the objection that the operator cannot view the interior of the 
antrum in order to remove any offending tooth or foreign body 
which may lurk there. The radical operation, which seems on the 
whole most satisfactory to the writer, is the Caldwell-Spicer, or 
some modification of it. This operation consists in making a wide 
opening into the canine fossa, leaving a flap, which may be stitched 
up afterwards. The antrum is then thoroughly curetted, and an 
opening made into the nose below the lower turbinate. In this 
a wick is placed and the wound in the canine fossa is stitched up, 
leaving drainage through the nose. As a rule the canine fossa 
opening will close even if not stitched. 

This operation does away with the necessity for wearing splints 
in the antrum, which often produce irritation, and it allows free 
view of the interior of the cavity. In conclusion, attention should 
be called to the possibility, recently demonstrated by Dr. Mosher, 
of attacking the ethmoid and sphenoid region through the walls of 
the opened antrum. 











ON THE DIAGNOSIS AND TREATMENT OF THE DISEASES 
OF THE FRONTAL SINUS.* 


BY LEWIS A. COFFIN, M.D., NEW YORK. 


Were our knowledge of the diseased frontal sinus and the de- 
sired results of our treatment of that sinus commensurate with the 
amount of literature on the subject, we might better occupy our 
time in the consideration of other subjects to-day; but all feel, 
probably, that we have not as yet attained the best to be hoped for 
in the treatment of frontal sinus diseases. Nevertheless, the fact 
that so much is now being written, and that by so many different 
workers, each of whom must feel that he has some mite which 
he would add to the already known and tried, is a sure sign of 
progress and gives promise of better knowledge and results. 

It may be taken for granted probably that all know where the 
frontal sinus is, its anatomy, how drained, its relation to the other 
sinuses, etc. Of its functions I have never seen one mentioned 
that impressed me more than to make me feel that inasmuch as it 
probably has a function, this may be it, but I don’t think so. Va- 
rious operations have been proposed and done, and I am sure the 
names of Ogston, Luc, Jansen, Kuhnt, Czerny and Golovine, pre- 
sent to the mind of any rhinologist a more vivid picture of the 
classical. operations done and described by these men than any 
description which I might make, could possibly do. 

I shall content myself, therefore, with a discussion of the diag- 
nosis, the various operations and the statement of deductions from 


my personal observation and experience. 
DIAGNOSIS: I. ACUTE. 


The diagnosis of acute sinusitis presenting its full quota ot 
recognized symptoms, offers but little trouble to the trained rhin- 
ologist or surgeon. A case which comes before us suffering 
acutely from frontal headache extending outward toward the tem- 
ple, giving history of a lately preceding attack of acute rhinitis, 
grippe, measles, typhoid, syphilis, or other malady, often attended 
by disordered function’ of the respiratory mucosa, and complaining 

*Read before the Eighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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of an increased nasal discharge from the affected side, presents 
the subjective side of the picture, and directs our attention to, 
as well as our efforts toward the exploration of the frontal cavity. 
If our suspicions are right, we shall find probably, extreme tend- 
erness over the supra-orbital ridge and along the orbital roof, 
with a possible bulging over the affected sinus or into the orbit. 
On intra-nasal inspection the mucous membrane is seen to be 
swollen and boggy, and pus will probably be found in the middle 
and inferior turbinals, the pus may have been forced up over the 
anterior end of the middle turbinated, and be seen coming down 
between that bone and the septum as though from the posterior 
‘ethmoidal cells or sphenoidal sinus. 

Let me emphasize this point. In empyema of the frontal sinus 
or anterior ethmoidal cells, if considerable pressure exists between 
the swollen middle and inferior turbinals, pus may be seen com- 
ing down between the middle turbinated and septum. This, of 
course, is not mentioned as a diagnostic sign of disease of the 
frontal sinus or anterior ethmoidal cells, but if pus be seen in the 
lower part of the superior meatus, it need not necessarily mean 
disease of the posterior ethmoidal cells or sphenoidal sinus. Re- 
moval of the anterior tip of the middle turbinal will settle the 
matter. 

Adding to the subjective side of the picture these objective 
signs, we have a fairly certain knowledge that disease of the frontal 
sinus exists. I believe that in all such cases barring anatomical 
anomalies that our trans-illumination lamp will confirm and make 
certain our diagnosis. The x-ray is said to be a valuable diagnos- 
tic agent, but I have had no experience with its use. 


II. CHRONIC. 


The diagnosis of a chronic empyema may not be so easy. Many 
cases have their origin by the extension of a chronic process from 
the nasal cavities, in which case if good drainage persists, I be- 
lieve that the condition may exist for years and never be dis- 
covered except for the aroused suspicions of the rhinologist con- 
sulted for the relief of the catarrhal condition of the nose. There 
is little or no pain on pressure; may be no, or only occasional 
pain, and trans-jllumination may in such cases be of little use, and 
resort must be. had to opening of the sinus either intra-nasally or 
externally. Those chronic cases in which the mucous membrane 
has taken on an unhealthy granulation or from which polypi have 
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developed, present all the symptoms due to pressure from a filled 
up sinus, which have been described as the symptoms of an acute 
sinusitis, and the diagnosis of the chronicity must be made from 
the history of the case considered in connection with the appear- 
ance and condition of the intra-nasal structures. 

The frontal sinus is the fairly frequent site of osteomata and 
may contain angiomata. For the diagnosis of these conditions 
we must rely upon the subjective symptoms and trans-illumination 
and the x-ray for a working basis, and the sinus must be exs 
amined by an exploratory opening for a certain diagnosis. This, 
the writer claims, is not only a justifiable procedure, but a positive 
duty in any suspected case, and further claims that if done under 
proper aseptic methods by making an osteoplastic operation, if 
merely, for exploration, the patient need hardly lose a day from his 
ordinary life, and that in the course of ten days to two weeks no 
trace will remain to show that the sinus was ever opened. 

Having seen so many cases in my clinic at the Manhattan Eye 
and Ear Hospital which left in the minds of the entire staff a doubt 
as to whether the sinus was diseased or not, many of whom were 
allowed to drift along under a temporizing form of treatment to 
eventually have a sinus opened to be found in a diseased condition 
—has led the writer to have constructed a trephine by means of 
which any part of a circle may be cut. (See cut.) By use of 
this instrument it is possible, having dissected up the soft tissues 
from the periosteum, to easily make an osteoplastic flap. In case 
no disease be found, the hinged button may be replaced and the 
soft tissues sutured. Primary'union taking place, no facial de- 
formity exists. The incision both in the soft tissues and bone 
is quite similar to that described by Golovine, although the instru- 
ment was devised and used previous to reading his article. It is 
new. ; 

We have opened but one healthy sinus which was done about 
six weeks ago, and it is impossible to tell by sight or touch, the 
location of the opening. In case disease be found, we must de- 
cide whether to operate further and what operation shall be done. 
As to whether we shall operate further in the effort to effect a 
cure, in a great majority of cases 1 would answer yes. Of those 
cases presenting pressure symptoms there can be no question. In 
many of the chronic cases, complaining of no symptom except 
the more or less troublesome discharge from the nose, it is at the 
best a choice of evils, and must be left largely to the decision of 
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the patient. I should feel that inasmuch as it was seeking relief 
that placed the patient in our hands, that we are at least justified in 
doing such operation as we feel will remedy the evil. 


AS TO WHAT OPERATION SHALL BE DONE. 


Dr. Richards in his excellent paper read before his Society at 
its last meeting, justly criticises the calling of the various opera- 
tions after their real or fancied originators, and suggests describ- 
ing them rather according to their anatomical characteristics. I 
would suggest as an alternate proposition, naming or describing 
them according as they vary in principle. For example, I would 
put them all into either of two classes according as the external 
wound is immediately closed or kept open and treated as an open 
wound, speaking of them for convenience, as the open or closed 
method. 

In the closed method the intra-nasal drainage tube is a neces- 
sity; while in the open method it may or may not be used, 
influencing the results not in the least or to a very limited degree, 
and adding much discomfort to the patient. Undoubtedly both 
methods have effected cures and the feeling of the writer is that 
each has its place, and should be used according to conditions 
found on exploratory examination. 

For example, if on examination there be found a simple empyema 
without destruction of mucus lining, the symptoms due to an oc- 
cluded fronto-nasal passage, I think one would be justified in clos- 
ing the external wound immediately, having established drainage 
into the nose. Ifa tube is to be used, a soft rubber tube drawn 
down through the nasal duct offers the best chances of success. 
Drainage thus established and the sinus washed out from time to 
time, a cure should result in a comparative short time with little 
or no facial deformity. I feel that the soft rubber drainage tube 
drawn down as nearly as possible through the natural fronto- 
nasal duct offers better promise of success for these reasons :— 

First. Little violence is done to the mucous membrane of duct, 
and it will not subsequently fill with granulations. 

Second. The natu.a! canal is tortuous, opening backwaré@ into 
infundibulum, and if kept intact will offer greater protection against 
future infection than would be offered if a successful attempt be 
made to establish an artificial duct opening downward and forward 
through which a metal or hard rubber tube has been inserted. 
Third. An artificial canal is very liable, if not sure, to become 
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obliterated by granulation. This conclusion is altogether at vari- 
ance with conclusions drawn by Dr. Richards, but is drawn en- 
tirely from personal observation. The worst result I ever saw 
was in 1 case operated by a skilled general surgeon having had 
large experience in our special field. The whole anterior ethmoidal 
region was curetted out, making the largest fronto-nasal opening 
I have ever seen, and a large drainage tube put in place. Every- 
thing for a time went well and the patient was discharged, while 
in the minds of the surgeon associates were admiration and envy 
of his daring and skill, but the case soon returned with a large 
fluctuating mass over the eye, and the operation was repeated on 
the same lines, to recur again, until finally a complete cure was 
effected with so great a facial deformity as to make it impossible 
for the man since to obtain employment. This surgeon, I am sure, 
has effected several very satisfactory cures since, but has become 
converted to the open method. The literature of frontal sinus 
treatment by the closed method is replete with these relapses. 








Author’s Trephine. 


In all cases where great destruction of the mucosa has taken 
place with attendant bone necrosis, or where a great amount of 
unhealthy granulation has taken place, or where polypi have 
formed, or where osteomata or angiomata exist; in fact, in any 
case where extensive curettement must be practiced, whether lim- 
ited to the sinus or ethmoidal cells, I believe that the open method 
should be practiced in the effort to obliterate the sinus. In all such 
cases I think the only rule necessary as to size of opening is that 
it should be sufficiently large so that all parts of the sinus may 
be satisfactorily examined and treated, and no larger. 

The point of opening is of importance. For exploratory pur- 
poses, the author would suggest that it be as near as possible to 
the median line, using the trephine in such manner as that the 
hinge of the osteoplastic flap shall be.toward the external canthus 
of the eve, the lower edge of the trephine cutting just sufficiently 
low to take in the lowest part of the anterior- wall. If it be neces- 
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sary to enlarge this, it should be first enlarged at the expense 
of the inferior wall toward the nose. If a greater opening than 
can thus be made, be necessary, it can be carried outward just 
along the supra-orbital ridge at the expense of both the lower 
border of the lower wall, until the entire cavity can be examined 
and treated. 

Of several cases, five in all, so treated at the Manhattan Eye 
& Ear Hospital, none have failed of a speedy cure, and no relapses. 
The time of treatment has varied from three to six weeks. In no 
case has there been enough deformity to bring forth the least 
complaint of patient, and in two at least, close inspection is neces- 
sary to see that any operation has been made. 

While on this point, I wish briefly to refer to one case under 
care of Dr. T. J. Harris: 

The patient, a young woman twenty-eight years, on whom Dr. 
Harris performed the regular Luc operation, removing a small 
amount of the anterior wall, inserting a drainage tube into the 
nose. External wound closed. Discharged, cured, relapsed. 
Sinus reopened and treated as open wound. Time elapsing be- 
tween original operation and cure, one year, with considerable de- 
formity due to marked depression at point of bone destruction. 
Six weeks ago reopened because of persistent nasal discharge and 
for cosmetic effects, opening through bone enlarged at expense 
particularly of the inferior wall toward the nose; treated by open 
method with drainage into nose. At this time the sinus is nearly 
obliterated, external wound nearly closed and marked improve- 
ment as to cosmetic results. 

I mention this case simply to show that it is not the amount of 
bony wall removed so much as what part is removed, that in- 
fluences the cosmetic effects. 

Of intra-nasal operation, beyond removal of the anterior end of 
the middle turbinated and the breaking down of the anterior 
ethmoidal cells, I have nothing to say but to condemn. Many 
cases may be relieved, and possibly cured, by this simple proce- 
dure, followed by such washing of the sinus as we are able to do, 
but all cases failing of cure by such means, and demanding for any 
reason that a cure be made, should unhesitatingly be opened and 
subjected to such treatment as seems best suited to the case. 

To recapitulate : 

I trust you will pardon me if I sum up the points to which I 
wish to invite your attention in a dogmatic manner. 
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First. Exploratory incision by osteoplastic flap should be done 
on all doubtful cases and in all cases presenting symptoms which 
could be accounted for by a diseased frontal sinus where ordinary 
medical or more simple surgical means have failed to give relief; 
intra-nasal symptoms may be wanting. 

Second. Exploratory opening should be as low as possible in 
the anterior wall and just over the inner canthus of the eye. If 
necessary to sacrifice the bony flap, the opening should be enlarged 
at expense of the inferior wall, and if greater opening be neces- 
sary, it should be done at expense of both the anterior and lower 
walls. 

Third: Every part of sinus should be explored and treated ac- 
cording to conditions found. 

Fourth. No more work should be done between the sinus and 
nasal cavity than is necessary to remove the diseased portion of 
the parts in that location. 

Fifth. The closed method should be used only in such cases 
as are due to obstructed fronto-nasal ducts without extensive dis- 
ease of mucous lining of sinus, and in which the obstruction can 
be removed without great violence to the natural fronto-nasal 
duct. 

Sixth. The open method is the surer method in all cases, and 
the only method in cases of much diseased mucous lining or bony 
wall or extensive ethmoiditis, making necessary considerable cur- 
ettement of both sinus and ethmoidal region or either of them, as 
well as in cases of adventitious growths in the sinus, the author 
believing that inasmuch as the obliteration of the sinus is the de- 
sired end, there is no more need of artificial drainage into the 
nose than there is that we make artificial drainage into the middle 
ear when we attempt to obliterate the mastoid antrum and cells. 

Seventh. The so-called intra-nasal operation of boring or drill- 
ing jnto the frontal sinus while it may relieve symptoms, is non- 
curative, uncertain and dangerous, and should be condemned. 




































THE TECHNIQUE OF FRONTAL SINUS OPERATIONS, WITH 
REPORT OF THREE CASES TREATED WITHOUT 
NASAL DRAINAGE.* 


BY H. HOLBROOK CURTIS, M.D., NEW YORE. 


Such importance has obtained for the operative treatment of 
frontal sinus disease that the operation of to-day occupies the same 
place in rhinological surgery, viewed in the light of novelty and 
necessity, that operations for appendicitis do in general surgery. 
Temporizing in the matter of intra-nasal frontal sinus treatment, 
or the too long continuance of antrum irrigation through an ex- 
ploratory puncture, is to be deplored and condemned. The ac- 
cessory sinuses of the nose are all important factors in nasal sur- 
gery; and at the present time, every rhinologist must be competent 
to deal with the subject of frontal sinus and antrum suppuration 
from the surgeon’s point of view. 

The frontal sinuses, so Griinwald states, have occupied a place in 
literature for nearly two hundred years, although their significance 
in nasal disease was but little understood before the investigations 
of Spencer Watson, Lennox Browne and Heath, extending from 
1875 to 1885. Later Ziem, B. Frinkel and many others have given 
the subject serious attention that has resulted in the existence of an 
extensive bibliography of the most valuable and instructive nature. 
In the year 1786 J. L. Welke, of Gottingen, issued a monograph in 
Latin, “De Morbis Sinuum Frontalium,” which was translated into 
German and published in Leipsig two years later. In 1802, P. 
Michaelis of Jéna, also published interesting observations of frontal 
sinus diseases. A most exhaustive and elaborate exposition of the 
subject of empyema of the frontal sinus is to be found in the War- 
ren Triennial prize essay of 1898, written by Howard A. Lothrop, 
of Harvard. Together with much other valuable information, he 
gives the historical evolution of the modern operation as it stands 
to-day in literature and fact. 

The earliest external operations were performed on cases com- 
plicated by fistula, but these were not commonly followed by cure, 


“Read before the Kighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2d to 4th. 
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As early as 1838 Riberi enlarged the communication of the sinus 
with the nasal cavity by means of an external operation. Ogston de- 
serves credit for the modern operation with its median incision. 
Luc first advised complete obliteration of the frontal sinus. The 
Ogston-Luc operation is the mode of entrance into the frontal 
sinus through the anterior wall first practised by Ogston in 1884, 
and independently revived by Luc in 1886; hence its hyphenated 
name. The method is as follows: After shaving the eyebrow, a 
curved incision is made along the inner third of the superior orbital 
margin following the ridge to the naso-frontal suture. The perios- 
teum is then reflected and the anterior wall of the sinus perforated 
by means of a small trephine, or chisel. The opening thus made 
is enlarged to the size of a dime by means of cutting forceps ap- 
plied just above the supra-orbital ridge and internal to the vertical 
line corresponding to the inner canthus. 3y incising the lining 
mucosa, the interior of the sinus is then exposed, examined and 
explored in every direction by a probe, all pus and adventitious tis- 
sue removed, and the diseased mucous membrane freely curetted. 
In order to do this, if the sinus extends more than a few millime- 
ters beyond the trephine opening, it may be necessary to enlarge 
the aperture with bone forceps. Subsequent steps in the opera- 
tion are the same, whether entrance is made through the floor of the 
sinus or the anterior wall. The septum is now explored to find 
out whether any communication exists with the other sinus. If 
the two cavities communicate or there is evidence that empyema 
has invaded both cavities, the septum should be completely broken 
down and the whole operation done on both sides. _It is unsafe to 
rely upon one nasal duct to drain both cavities.* After the pos- 
terior nares and rhino-pharynx have been tamponed to prevent 
blood and pus running back into the larynx, a probe is passed 
through the naso-frontal duct, to act as a guide for a trocar that 
should be passed into the nose; or the duct may be freely curetted. 
Bony obstructions in this locality, if present, should be broken 
down to insure a free passage for future drainage. The floor should 
be attacked far back, where it is thinner than in front. The ostium 
lies deeper than is generally believed ;Tilley found that it may be 
as much as 28 millimeters from the anterior surface. If not already 
done, the condition of the frontal sinus and anterior ethmoidal cells 
should now be explored. _If there’ are indications of softening or 


*In certain cases this procedure is admissible. 
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inflammatory disease, these cells should be freely yet cautiously 
curetted and opened with a small sharp spoon or other instrument 
from above downward, to insure free communication with the en- 
larged fronto-nasal canal. The whole cavity and the enlarged 
duct should be freely swabbed out with a chloride of zinc solution 
(grs, xx to xxx ad 3j.) 

There are two ways of completing the operation: 

1. The whole cavity may be packed with a thin strip of antisep- 
tic gauze; the external wound closed, except at its inner angle, 
which is left with one end of the gauze strip projecting. A strip of 
gauze is to be packed earlier into the naso-frontal canal, the lower 
end projecting into the nose for easy removal. 

II. Instead of this procedure after the chloride of zinc swab- 
bing, a Luc’s rubber drainage tube with an upper enlarged open 
end and a lower rounded enclosed end, is carried on a bent probe 
into the frontal naso passage from above, until the upper end rests 
in the frontal sinus ostium, the lower end being drawn out at the 
anterior nasal orifice. The probe is withdrawn; the part of the 
drainage tube projecting from the nose is cut off; the periosteum 
is drawn down and sutured; and the wound closed. A drainage 
tube sometimes tends to excite the formation of granulations, which 
on the removal of the tube cause stenosis and cicatrization. 

When the tube is not used, but the wound packed with gauze, 
the gauze should be removed gradually, a few inches cut off daily 
at the dressing of the wound, to allow the whole cavity to granulate 
from below upward. 

The operation often leaves no deformity whatever, especially 
when but little of the anterior wall has been removed. Ogston 
makes a mediam incision from the root of the nose upward, and 
many operators still prefer this to the supra-orbital incision, owing 
to the greater facility thus afforded for the exploration of both sin- 
uses. 

There are numerous modifications of the methods described, 
bearing the names of their originators, as the operation of Nebin- 
ger-Praun, Jansen, Czerny, Kuhnt, Répke, Spiess, Killian, Cauld- 
well-Luc, etc. Some advise complete removal of the anterior wall, 
aiming at entire obliteration of the sinus. Jansen seeks to obtain 
this end by removing the inferior surface and making a large open- 
ing into the nasal fossa. Kuhnt removes both the anterior and 
inferior walls; Répke has obtained rapidly successful results in this 
way. Spiess’ method of opening the frontal sinus endorsed by no 
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less an authority than Moritz Schmidt, in which the X-ray is uti- 
lized in order to drill or trephine from within the nose, is open to 
serious objection, since in the hands of the ordinary operator there 
is too much danger of penetrating the cribiform or orbital plates. 
The method attributed to Kuhnt, in which he removes the entire 
anterior and often the inferior walls, and drains externally, irrigat- 
ing daily with corrosive sublimate solution, the partially sutured sin- 
uses, does not appeal to the American surgeon who is inclined to 
give greater heed to cosmetic results. A general flattening of the 
evebrow gives a peculiar expression to the face, while a limited 
depressed area does not alter the general features. Répke, who 
follows Kuhnt’s.method of removing both the walls, except that he 
enlarges the naso-frontal duct, while draining externally, casually 
speaks of three cases out of seven having double vision after the 
operation ; but states that they eventually recovered. 

Milligan’s paper on suppurative disease of the frontal sinus*, 
deals first with the anatomical structures and relation of the sinus 
to contiguous parts, with special reference to the ethmoidal cells 
from both a scientific and clinical standpoint. The occurrence also 
of the occasional continuation of the infundibular ‘tract directly into 
the ostium maxillaire is pointed out and its importance discussed. 
The etiology of latent frontal empyema is considered and the diffi- 
culty of accurate diagnosis emphasized; its co-existence also with 
suppurative disease of the ethmoidal labyrinth is noted, and the 
relation of this to subsequent treatment is reviewed, together with 
a consideration of intra-nasal treatment, including the use of anti- 
septic lotions, syringing by means of a specially constructed canu- 
la through the naso-frontal duct, pinning down redundant mem- 
brane by means of an escharotic, the use of anti-streptococcus se- 
rum, and the employment of oxygen gas. Anterior turbinectomy 
and various methods of opening the sinus externally are than care- 
fully reviewed ; the median incision is advocated, and the importance 
of securing free fronto-nasal drainage is considered as an absolute 
essential for a successful termination of the disease. Kuhnt’s 
method is especially commended. The history of fifteen cases, 
nine being men and six women, (details not given) forms the basis 
of the paper. In thirteen instances the sinusitis was unilateral ; in 
two bilateral; in five the right sinus was affected; in twelve the 
left ; in all except one, other accessory sinuses were involved. Six 


*Lancet, Feb. 9, 1898; Journal Lar. Br., Jan. 1899, 
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cases occurred between the ages of eighteen and twenty-five; four 
between twenty-five and thirty-five; four between twenty-five and 
forty-five ; one between forty-five and fifty-five. 

Milligan’s conclusions are as follows: 

I. In cases of acute sinusitis rest in bed, warmth, local deple- 
tion, and intra-nasal treatment should first of all be undertaken. 

II. In cases of acute frontal sinusitis with obstructed duct and 
which do not react to local treatment within forty-eight hours, an 
external operation should at once be resorted to. 

III. In cases of chronic suppurative frontal sinusitis (latent em- 
pvema) it is advisable first of all to give intra-nasal treatment a 
fair trial—e. g., washing out the sinus when possible, destruction of 
all redundant and polypoid mucosa in order to facilitate intra-nasal 
drainage and, the performance of anterior turbinectomy. 

IV. In cases of latent empyema where local treatment fails, and 
where attacks of sub-acute sinusitis recur at intervals, an external 
oneration should be performed. 

V. In cases of latent empyema where any symptoms of ocular 
or orbital disease supervene, opening and thorough drainage of the 
sinus should be effected without delay, so as to avoid the risks of 
septic inflammation of the orbital contents and loss of vision. 

VI. In cases of latent empyema where symptoms of cerebral 
irritation or of cerebral compresion are present, the sinus should 
be fully opened from the outside ; erosions of the bony parietes care- 
iully looked for; and if necessary, an opening made into the cran- 
ium in order to explore the region of the anterior cerebral fossa. 

With this brief resume, I beg to describe as a contribution to the 
literature of this interesting subject, three cases upon which I have 
recently operated. 

Case I.—Patient male, aged 23. From childhood had _ been 
very subject to colds and catarrh. Had suffered for fifteen months 
from purulent nasal discharge, which had appeared in both nos- 
trils. There had been a steadily increasing amount of this purulent 
secretion, which was of such a grumous and tenacious nature that 
of late boric acid warm douches were necessary every two hours, 
both day and night, in order that the patient might get any air 
whatever through the nose. In March last, when the patient 
presented himself to me, he complained of great nervous restless- 
ness, Of loss of memory, inability to concentrate his mind on any 
subject, and was very anemic and debilitated. Pain over the left 


orbit had but recently commenced as a symptom. ‘By transillu- 
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mination, I found a marked umbra over the left maxillary sinus, 
and also over the left frontal sinus. I at once removed the an- 
terior portion of the middle turbinates and curetted the anterior 
ethmoid cells which were necrotic, the left infundibulum being full 
of polyps. Pus was discovered coming from both fronto-nasal 
ducts. The above procedure rendered the patient much more com- 
fortable and facilitated irrigation. I employed tonics and support- 
ing diet for a week, and removed the patient to my private hospital, 
where on April 9th I operated as follows: The primary incision was 
from the fronto-nasal suture past the left superciliary notch in a 
line corresponding to the upper border of the shaved eyebrow. The 
bleeding, which was profuse, was arrested by clamps and ligatures, 
and the periosteum was retracted above and below, exposing a sur- 
face the size of a half dollar. I entered the sinus by means of the 
chisel and bone forceps, a centimeter from the median line, and 
imade an opening a centimeter and a half wide vertically, and three 
centimeters in length just above the line of the original incision. 
‘The sinus was full of pus, and much polypoid detritus. | What ap- 
peared to be a septum a centimeter to the left of the median line in 
the left sinus, was found to be the partition between the right and 
left cavities, a curved probe entering the right nostril easily. The 
right sinus was found to be only the size of a filbert ; while the left 
was as large as an English walnut, readily holding a yard and a 
quarter of 2%-inch gauze. The large opening admitted of break- 
ing down the partition, and curetting the right sinus. I proceeded 
to enlarge both openings into the nose, removing numerous polyps 
and scraping the ethmoid cells. As there was less than three- 
quarters of an inch between the orbits, it was impossible to make a 
large opening into the nose, a procedure which has become classi- 
cai: so I determined to remove every particle of the diseased eth- 
moid I could reach with the sharp spoon and ring curettes, scraping 
iorward and outward and backward and outward, to avoid injuring 
the cribiform plate—a point well made by Richards of Fall River. 
The sinus walls were not in good condition; the posterior wall of 
the left, being so chalky to the feel of the spoon that I did not dare 
scrape it, except with the lightest touch of a very sharp ring curette. 
This factor also led me to treat the wound as an open abscess—a 
thing I did not afterwards regret, as it was three weeks before a 
single granulation appeared on the: posterior wall of the sinus. 
Being sure I had scraped every particle of membrane from the 
walls, I irrigated with 1-10000 bichloride solution and took a single 
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silk suture in either end of the incision, leaving an opening an inch 
long in the middle of the wound through which I could pack both 
the sinuses with iodoform gauze. 

“he temperature of the patient four hours after the operation was 
99° 2-5”; and was normal at evening. 

On the third day I irrigated with peroxide sol 1—4, when chang- 
ing the dressing, employing as packing some extra heavy zephyr 
wool, used for crocheting baby’s blankets, which had earlier been 
sent to Van Horn, who removed the fats and treated it with 5 per 
cent iodoform. This I found made an ideal sinus packing, and 
stimulated the granulations very speedily. 

After fifteen days I stopped the irrigation by suturated salt solu- 
tion, which I had used since the first dressing, and packed the 
wound about every three days, after swabbing with gauze. To- 
day there has been only a healthy granulation serum on the wool 
for three weeks ; the cavity is nearly obliterated, and not a drop of 
pus has been found entering the) nose, the fronto-nasal orifice being 
entirely closed. 

Before opening the frontal sinus I had made an exploratory incis- 
ion through the canine fossa, and had daily washed out the very 
offensive pus conténts of the antrum, the probe showing the cavity 
to be very rich in polypoid tissue. 

On April 27th—eighteen days after the sinus operation— open- 
ed through the canine fossa into the left maxillary antrum and dis- 
closed the following condition: Cavity nearly full of soft polypoid 
tissue which bled profusely on evacuating. The probe passed 
through an opening in the outer wall of sinus for 2% inches across 
the spheno maxillary fissure to the pterygoid plate of the sphenoid. 
Fragments of necrotic bony tissue came away in removing the poly- 
poid mass; and the entire outer lateral wall of the sinus, including 
the zygomatic surface of the superior maxilla, was necrotic and 
broken down. Masses of fatty tissue were intruding the cavity 
whose apex was in the zygomatic fossa. I could not conceive of 
such destruction of bony tissue, accompanied by so few objective 
and subjective symptoms. The patient was under chloroform 
for one hour before I had thoroughly removed the diseased tissues 
and necrosed bone. In view of the extensive destruction, I was 
particularly careful of the orbital and nasal walls in curetting. The 
antrum was packed with 214 yards of 2!%4-inch iodoform gauze tape. 
This dressing I changed on the third day; and irrigated every third 
day. thereafter with peroxide and redressed. The antrum opera- 
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tion was followed on the day after by a rise of temperature to 102°, 
but three days later the temperature again resumed its normal state. 

To-day the cavity admits of but one yard of gauze, and the gran- 
ulations are advancing most rapidly; I intend to discontinue the 
packing next week. The masseter muscle was at first slightly con- 
tracted, not admitting of a wide opening of the mouth. Instead of 
nearly a quart of secretion per diem, on a small estimate, this pa- 
tient is now scarcely ever using his handkerchief, and that but for 
the removal of a normal mucus. 

Before operating on this case I gave but a guarded opinion as 
to a favorable prognosis. But the patent’s recovery seems as- 
sured, and the result promises to be most brilliant. The patient, 
a pioneer in Automobiling in America, seems to have been infected 
bv constantly inhaling dust and chilling the frontal sinuses. The 
usual grip infection did not seem to be an etiological factor in this 
case. 

Case II.—Female, aged 37, Secretary: After the grip during the 
winter of 1895 in California, the patient suffered from a discharge 
commencing in the right side of the nose. The winter following, 
another attack of grip caused an exacerbation ‘of the symptoms. 
In 1896 a cheesy foul smelling mass was expelled from the poste- 
rior nares at intervals of. about a month, the nasal discharge mean- 
while always increasing. After the second grip attack, pain was 
constantly present over the eye, at times also shooting into the ear. 
On stooping forward great pain in the head always appeared in 
the right frontal and mastoid region, as well as at the back of the 
neck. These symptoms were always present on waking in the 
morning. The patient daily took one dozen handkerchiefs to her 
place of business. For a year past she has endured agonizing pain 
the greater part of the time, the pain as I have said, most acute 
when stooping forward. She had been heroically treated for front- 
al neuralgia and catarrh. In February work at business became 
unendurable, and the patient applied to me for relief. 

I immediately excised the anterior portion of the right middle 
turbinate and scraped some polypi from the infundibulum, a pro- 
cedure followed by the liberation of a teaspoonful of foul smelling 
pus, which led me to suppose the antrum to be also involved. Trans- 
illumination did not confirm this diagnosis; which, however, was 
found to be a correct one by means of an exploratory alveolar punc- 
ture with the trephine. 

Upon opening the right frontal sinus in this case, I found the 
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cavity studded with unhealthy granulations throughout the angles, 
but not in very bad condition, there having been no retention of pus. 
The septum was necrotic, and broke down with a touch of the probe, 
which necessitated enlarging the opening of the anterior wall very 
considerably, and operating on the left sinus, which was found to 
be also in tolerably good condition. 

The natural openings and ‘nasal ducts were very large in this case, 
and on this account, and because the cavities produced granulations 
very quickly, and there was no unhealthy pus visible in the sinuses 
or in the nose, and the wound was struggling to close, I listened to 
the entreaties of this young woman and sutured the wound, allow- 
ing her to resume her work three weeks from the date of operation. 
There has been no pus since, and every evidence shows that the 
cavities are perfectly healthy. 

The maxillary antrum in this case cleared up in two weeks with 
irrigation of salt and boric acid solution, and had evidently been 
but a reservoir of frontal sinus pus, a fact which possibly accounts 
for the absence of an umbra by transillumination. 

This case differs from No. 1, in that there was very little polypoid 
degeneration, and but few unhealthy granulations in the frontal 
sinus, but the disease was accompanied by most intense pain. In 
the morning, the back of the neck and the centre of the head were 
always the seat of pain, frontal pain not commencing until 11 
o’clock a. m., a symptom which I have observed in several cases of 
frontal sinus empyema. While not a drop of pus had appeared in 
the nose since a week after the operation, on two occasions there 
has been a cheesy foul smelling mass evacuated from the sphenoid 
sinus, preceded by very violent occipital headache. The interval 
of discharge is becoming less frequent, and the lump smaller and 
Jess offensive. What relation does the posterior pain bear to the 
sphenoid complication: Or does a possible implication of the pos- 
terior ethmoid cells exist with no pus evidence? There has been no 
pain at all since the operation, except just before the cheesy lump 
has been evacuated, and this has been occipital. It has occurred on 
two occasions, and the pain symptom could not be associated with 
either frontal sinus or antrum. I am inclined to attribute occipital 
pain to sphenoidal and posterior ethmoidal complication, as the 
posterior ethmoid cells have so intimate a relationship with the 
cranial cavity on account of the extreme thinness of their walls 
and their innervation. 


Case III.—Male, aged 20, Student: Always subject to colds 
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since childhood. Had grip in Paris two years ago, ever since he 
has had a continuous unilateral pus discharge, which becomes bi- 
lateral during bad colds. 

In January, 1901, there was pain over the left sinus and head, 
which was treated for a week with electricity and coal tar deriva- 
tives. The patient afterward consulted a specialist in St. Paul, 
who probed the fronto-nasal duct, relieving the pain, but not dimin- 
ishing the discharge, which at times was excessive—a moderate es- 
timate being a pint a day. This always diminished in summer to 
a few teaspoonfuls. During January and February last the dis- 
charge became tremendous; and finally headaches came on daily at 
10:30 a. m., lasting until 1:30 p. m., at which time the pain would 
generally disappear. These headaches and the memory of those 
of a very severe type the year previous, so severe as to cause nausea, 
brought the patient to me for the purpose of radical relief.. 

There existed a very sensitive area on pressure in the inner angle 
of the orbit. Tapping gently over the superciliary ridge caused a 
feeling of a “bruise inside.” Transillumination gave evidence of 
pus. These symptoms, with daily increasing pain, caused me to 
recommend a radical operation at once. The maxillary antrum 
was also involved on the same side. 

EXPLANATION OF OPERATION. 

Removed with trephine and snare the anterior portion of the left 
middle turbinate and curetted the anterior ethmoid cells March 25, 
1902. 

Radical operation on sinus frontalis April 5th. April 8th removed 
first molar under gas and found left antrum full of fetid pus—prob- 
ing proved presence of soft tissue in antrum. On April 30th, radi- 
cal operation in antrum through canine fossa. May 7th, frontal 
sinus was apparently full of granulations, so I consequently closed 
it. employing silk ligatures. May roth patient took cold and the 
following day I thought it best to reopen the sinus, but found no 
evidence of breaking down, nor has there been any pus there since. 

An acute discharge came from the infundibulum of the right 
side during the cold; and a copious flow of muco-purulent material 
from the ethmoid cells right and left; but the sinus did not break 
down, nor did the cold seem to affect the reconstructive metamor- 
phosis of the antrum. 

In these cases, two of which I showed at the Academy of Medi- 
cine on May 28th, I employed a method which was somewhat origi- 
nal, though I do not wish to have my name applied to a frontal 
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sinus operation already so superfluously baptized. The only point 
of divergence from the usual operation which I wish to emphasize 
is. that I drained from the upper instead of the dependent portion 
of the wound, primarily suturing with two or three silk ligatures 
the two ends of the crescentic incision made from the fronto-nasal 
suture to the middle of the superciliary ridge. My reason for this 
is, that by this method the packing of all portions of the sinus and 
observation with the sinus lamp of every angle of the cavity is prac- 
ticable. I keep an opening between the flaps an inch long, in or- 
der to gain access to the naso-frontal duct which I most carefully 
pack, and then, keeping the flaps well elevated by the iodoform 
wool, as the sinuses granulate I take additional stitches toward the 
center, leaving but a quarter inch open for the final packings. 

I will exhibit the wool and the sinus dressing made at my sug- 
gestion by Van Horn. The objecticn to an unsightly scar need 
not be feared in these days of plastec surgery, and only the timid 
operator need run the risk of making an insufficient opening in the 
anterior wall; for, in order to secure the result we are aiming at, 
viz.: The obliteration of the sinus, we must boldly cut away as 
much of the anterior wall as will enable us to reach every point of 
the cavity, even after the distal sutures are in place. Inversion of 
the lips of the wound tends to take place about the third week; 
but by use of a small knife we may make an incision of two milli- 
meters between the periosteum and surface of the flap, which not 
only freshens the flap granulations, but thickens and elevates the 
superficial integument if the sinus is carefully packed. 

The most important point of the operation, to my mind is, the 
careful curetting of the sinus, in order to not only remove every 
particle of unhealthy and polypoid degeneration, but every particle 
of mucous membrane as well, for the securing of granulation from 
the bone is the essential element in sinus obliteration. Especially 
should the base of the wound be most carefully cleansed of every 
particle of necrosed bone and ethmoidal degeneration. See that 
the cells abutting the orbit are free from disease; do not fear to 
clear away the largest possible ethmoidal area ;—but not for the pur- 
pose of drainage, for in any event the orifice will close very quickly, 
if the walls are clean. Once having established the closure of the 
duct and base of the cavity with healthy granulation tissue, we may 
proceed to treat the case as a granulating bony abscess. 

The third point which my experience has taught me is, that irri- 
gation of any kind discourages granulation. For several days 
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peroxide of hydrogen 1-4 in boiled water may be injected, in order 
to be absolutely certain of cleansing the denuded sinus ; after which 
for a few days normal saturated salt solution may be used before 
dressing the sinus. When the granulations are fully under way, 
the cavity may be simply swabbed with a gauze pledget and the 
iodoform wool put in without previous irrigation. 

While striving to obliterate our frontal sinus by healthy granu- 
lations, it can readily be appreciated that in case the fronto-nasal 
duct does not close, we are still in a better position to decide upon 
a closure of the wound, as was done in the second case I have re- 
ported, in which the fronto-nasal ducts remained open, though the 
sinuses were nearly full of granulation tissue. In these cases we 
have a solid granulating wall within the sinus, to either metamor- 
phose upon closure into mucous membrane, or go on to oblitera- 
tion, as the histological circumstances may determine. I would 
not, however, under any other circumstances, close a frontal sinus 
externally which had been the seat of an empyema for any length 
of time unless, it had a free communication with the nose and was 
lined with healthy granulation tissue, or, had become completely 
obliterated by granulations. The unhappy results and frequent 
recurrences of the discharge after primary closure of the external 
wound, has led me to abandon a dependence on nasal drainage, 
except, perhaps, in but very recent cases. I need not say to the 
gentlemen present, that in frontal sinus work an attention to abso- 
lute asepsis is most imperative, from the preliminary shaving of the 
eyebrows to the removal of the forehead strip for the last time. 
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SECTION ON LARYNGOLOGY AND RHINOLOGY. 


Stated Meeting, May 28, 1902. 
Emil Mayer, M.D., Chairman. 
Epithelioma of the Tonsil. 


Dr. Thomas J. Harris presented a man who had been under 
his care at the hospital for about one month. There was a history 
of obstruction on the left side of the throat for about four months. 
A section of the growth had been examined, and there appeared 
to be little doubt about its malignant nature. Although there was 
no specific history, the patient had been given large doses of iodide 
of potassium recently. 

Dr. Emil Mayer suggested that ligation of the carotid might be 
tried. The use of the x-ray in internal epitheliomata was entirely 
new, and if Dr. Harris could employ this method and get a good 
result, he would be in advance of other workers in this field. 

Dr. M. D. Lederman thought the treatment must depend en- 
tirely upon the rapidity of growth of the tumor. If it were rapid, 
an external operation should be done. 

Dr. Z. L. Leonard said that he had expected to present this 
evening a case of primary epithelioma of the tonsil, which had 
come to him the first week of April. The first examination by 
the pathologist had been unsatisfactory, but at the second oné the 
growth was pronounced to be undoubtedly an epithelioma. The 
entire tonsil was involved at the time, and the pharynx was also 
implicated to a certain extent. The case was sent te the New 
York Hospital, and was examined by the surgical staff there, and 
then sent back with the opinion that no operation seemed justifia- 
ble, and that even if the carotids were ligated the circulation would 
soon be re-established. The disease had steadily progressed in 
this patient until now it extended over the hard palate as far as 
the uvula. 
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Dr. J. Clarence Sharp thought it would be well to try the x-ray 
treatment in Dr. Harris’ case. Only a few days ago he had seen 
a man with epithelioma of the tongue undergoing x-ray treatment 
at the Presbyterian Hospital. 

Dr. Harmon Smith said that he had at present a case of cancer 
of the rectum in which the x-ray treatment was being used on alter- 
nate days. The pain had been greatly diminished and the man 
was gaining strength. In the application of the x-ray to the tonsil 
it should be remembered that the mucous membrane is not as 
susceptible to the burning influence of the x-ray as the skin. 


Four Cases of Frontal Sinus Disease. 


Dr. C. G. Coakley presented four cases of frontal sinusitis and 
of combined frontal and maxillary sinusitis. The first patient was 
a miss of sixteen, who had been under the care of an ophthalmolo- 
gist. There was supraorbital headache on the left side. The right 
nasal cavity contained a very large middle turbinate, and around 
and below it was pus. The anterior tip of the turbinate was re- 
moved, and the polypi found underneath it were also removed. 
On passing a trocar into the antrum on the right side pus was 
found there, and also in the frontal sinus.. No ethmoiditis was 
discovered. Five weeks ago the antrum was laid open and both it 
and the frontal sinus were found filled with polypoid material. The 
eyebrows were shaved and the usual incision made along this line. 
The wound was packed until a few days ago, when the cavity had 
almost completely filled up. There had been no pus for the past 
two weeks, and only a slight scar remained. The case was inter- 
esting because the headache was entirely on the side opposite to 
the one diseased. The headaches had ceased since the operation. 

The second patient was a lady of forty-four, whose nose was oc- 
cluded by about fifty polypi. Examination revealed a good deal 
of pus in both nasal cavities, and transillumination was not satis- 
factory on account of both sides being affected. On March 30 
he operated upon all four cavities at one time. For several days 
she did very badly, and meningitis was feared. 

The third case was that of a man who had suffered from a puru- 
lent discharge from the left side of the nose, with recurring and 
very intense headaches and swellings of the eyelids. The trouble 
dated back to December, 1900. The dislocation of the nasal sep- 
tum obscured the view on one side, and transillumination showed 
no difference on the two sides and very ‘little illumination. The 
left antrum was punctured and the solution came out perfectly 
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clear. Two or three days later a swelling appeared along the left 
upper eyelid, and a week ago, on opening the frontal sinus, it was 
found filled with granulation tissue. All diseased tissue was re- 
moved and the wound packed. 

The fourth case was that of a young lady on whom he had done 
a very different operation. She had double frontal sinus and 
double antral disease, and he had operated upon her last October. 
A vertical incision was made on the forehead and a transverse one 
near the root of the nose. The diseased tissue was renioved down 
to the bone, and a drainage tube inserted and left for three or four 
days. The wound was closed by suture, and was washed out at 
intervals. At the present time there was practically no discharge 
from the left side, but pus was always present on the other side. 
There was evidently a communication between the ethmoid cells 
and the antrum on the left side. He also suspected that there 
was sphenoidal disease. 

In answer to various questions, Dr. Coakley said that the length 
of time the dressings remained undisturbed depended upon the 
presence of a distinct indication for change. He often removed 
the outer dressing, but did not remove the packing until there was 
evidence of discharge or of some complication. In one of the 
cases the packing had been left undisturbed for ten days. He did 
not practice irrigation, and made it a rule to disturb the granula- 
tions as little as possible. The packing that he had used was a 
material made by Johnson & Johnson, and called “nu gauze.” 
Great care was exercised not to leave in any stray fibres or threads 
of gauze, and hence he. liked this new double-selvidge gauze. 
There had been at times a great deal of dropping into the pharynx. 
The quantity of discharge from the unhealed antrum and frontal 
sinus was considerable. The occasional pain in the vertex or oc- 
ciput made him think that it was due to pressure on some of the 
nerves around the sphenoidal sinus. The elderly woman with 
double frontal sinus disease did not suffer from headache except 
very infrequently when she had a severe cold in the head. Her 
trouble, however, had existed four or five years. The size of the 
opening made into the frontal sinus was about half an inch in 
diameter. After making this opening he had inspected the cavity 
in all directions with the light from a head mirror. Firm trabecu- 
lar were removed with a large curette. 

Dr. Francis J. Quinlan said he was glad to see this new method 
of operating adopted. He believed that he had exhibited this 
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method to the section about four years ago, and that it had not 
been received very cordially. He had since that time endeavored 
to avoid drainage through, the nose. By curetting the infundibu- 
lum there was usually no occasion for such drainage if ethmoid- 
itis had been excluded. It had been his custom, however, to make 
a larger opening, and hence he was astonished that such good re- 
sults had been obtained by Dr. Coakley with the small opening. 
He would like to know what was the size of the bone wound. 

Dr. Thomas J. Harris said that he felt well repaid at having seen 
this instructive series of cases of frontal sinus disease. He felt 
that those who had exhibited these cases were right in the method 
pursued. Certainly five years ago this treatment had been recom- 
mended by Professor Kuhn (7) in his textbook. It had not been 
very generally adopted as yet in this country, yet a complete fill- 
ing with granulation tissue was apt to obliterate the temporary de- 
formity following operation. He no longer favored the old opera- 
tion in most cases. What was desired was a complete filling in of 
the cavity by new tissue, and this meant the absolute removal of 
every bit of diseased mucous membrane. 


Cases of Frontal Sinus Disease. 


Dr. H. Holbrook Curtis presented several cases. The first 
was that of a college student who had suffered from a discharge 
since an attack of grip two years ago. The discharge was esti- 
mated to be one pint a day. After a time he began to suffer from 
headaches lasting through the forenoon. The anterior turbinate 
was removed and the cells were curetted in March. In the early 
part of April the antrum was opened through the alveolar pro- 
cess, and more radically on April 30. On May 7 he operated upon 
the frontal sinus. He believed that in the future the effort would 
be not to effect drainage through the nose, but to eliminate the 
nasal cavity altogether. The antrum in this case was filled with 
polypoid tissue. 

The second case was that of a woman of thirty-seven, who after 
an attack of grip in 1895 began to suffer from a discharge from 
the right side of the nose. A second attack of grip aggravated 
the affection. After this there was constant pain over the eye, 
shooting to the ear, and on stooping forward there was a great 
deal of pain in the frontal and mastoid regions and in the back 
of the neck. In February he excised the middle turbinate and 
removed polypi from the infundibulum, tlius liberating some pus. 
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On April 5 he operated on the sinus. The wall between the sinuses 
was so soft that it was broken down, a free opening established 
and both sinuses curetted. On April 24, he closed the external 
wound, not waiting for spontaneous closure because normal salt 
solution ran through both nostrils. The old method of closure, 
if everything looked favorable, seemed to him desirable. About 
every tenth day the sphenoidal sinus continued to liberate its se- 
cretion. This he looked upon as an important indication of sphe- 
noidal complication. 

Dr. Curtis said that in the patient who suffered so intensely for 
a long time before coming to him, relief had been afforded at once 
by removing the anterior tip of the turbinate. When there was 
excruciating pain in such cases he was inclined to think it was diag- 
nostic of sphenoidal complication. From a perusal of 230 cases 
that he had had tabulated, the result was favorable just in propor- 
tion to the size of the opening in the bony wall. He believed in 
the widely open wound, and the surgeon of to-day need not fear 
deformity, for by judicious packing underneath, or by means of 
paraffin injections, the deformity could be corrected. 

Dr. Curtis then spoke of a dressing that he had used, and which 
he had supposed was original with himself until he had read a de- 
scription by Turner of Edinburgh. This dressing is what is known 
as iodoform wool. It is baby zephyr wool, which had been boiled 
in alcohol and ether to remove the fatty matter. This rendered 
it very absorbent as well as soft. The anterior flap in these cases 
should be kept open until the posterior wall is covered with 
granulations. 


Severe Frontal Sinus Disease. 


Dr. Emil Mayer presented a woman who had come to him on 
April 7 complaining of excruciating pain about the eyes.: So great 
was the suffering that an emergency operation was done. The 
moment the frontal sinus was opened pus welled out very freely. 
Great supraorbital tenderness, headache and a discharge of pus 
from both sides were the chief symptoms. As there was some 
tenderness on the right side of the forehead also, an exploratory 
operation was done on that side, and quite as much pus found 
there as on the other side. Drainage titbes were inserted and 
allowed to remain for ten or twelve days. The tubes were slowly 
drawn down from time to time. Considering the very serious 
condition of the patient when first seen, her rapid recovery was 
quite remarkable. 
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Dr. Thomas J. Harris presented the following cases. 
Syphilitic Contraction of Naso-pharynx. 


The first case was that of a girl of about fifteen, who had come 
to him about one month ago with a history of pain in the throat. 
Examination showed almost complete loss of the soft palate, en- 
tire absence of the uvula and an adhesive process shutting off 
the nasopharynx from the larynx. The case suggested either lupus 
or syphilis. As the patient stated that a certain medicine given 
her in Germany had always done her good, she was at once put on 
iodide, and she quickly recognized this as the remedy she had 
taken previously. The case was presented to elicit suggestions as 
to treatment. 


Herpes of Soft Palate. 


The second case had come-to him only a few hours before. The 
patient was a young man presenting an eruption on the hard 
palate. Dr. Lusk, of the dermatological clinic, saw the patient 
and stated that it was herpes of the soft palate. 

The third case showed a possible bad result from paraffin in- 
jections. They had been made about three months ago, and al- 
though there had been no pain, the bad result was evident. There 
was a slight reddening of the organ, and some of the paraffin had 
become encapsulated at the end of the nose. This result was evi- 
dently dependent upon the use of too much paraffin and the neglect 
to make pressure over the nose. 

Dr. N. L. Wilson, of Elizabeth, suggested that the iodide be 
pushed in the case of syphilitic atresis until healing of the surface 
was secured, and then that the surgeon be guided by the amount 
of cicatricial tissue present. 

Dr. Mayer said that the posterior nares would soon become 
occluded if not treated, and he thought nothing short of frequent 
dilatation would be of material benefit. As the trouble was extra- 
laryngeal intubation was not applicable. A spreading instrument 
such as that used for opening the trache after tracheotomy, which 
the patient could be taught to use herself, should be employed. 
and the treatment persisted in for years, if need be. 

Dr. M. D. Lederman asked if the patient with herpes complained 
of very much pain, for, he thought this was pathognomonic of 
this condition. He had such a case under observation at the pres- 
ent time, and the patient complained only of severe pain and burn- 
ing. This was relieved by orthoform in’ powder or tablets, to- 
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gether with the internal use of the glycerophosphate of lime. The 
affection in that case had developed close upon domestic trouble 
and business misfortune. 

Dr. H. Holbrook Curtis suggested that the salicylates. be pushed 
in such cases, as these persons’ were always gouty. 

Dr. Harris said that his patient had complained of pain suffi- 
ciently severe to prevent him from eating meat or bread. 


Stricture of Trachea. 


Dr. J. Clarence Sharp presented the following cases: The first 
was one of partial stenosis of the trachea due to a tracheotomy 
at the age of six years. The patient was a young man who had 
been working in a piano factory where there was a great deal of 
dust. Whether this had caused an inflammation of the mucous 
membrane of the trachea, or whether some inflammaiory condi- 
tion of the thyroid gland was causing pressure on the trachea, he 
could not say. The patient, on presenting himself, was suffering 
a good deal from dyspnea. Under the use of thyroid extract it 
was possible to inspect the parts as far down as the stricture. 


Syphilitic Tumor of Tonsil and Ulceration of Pharynx. 


The second case was that of a man who had come to Bellevue 
Hospital last December with an ulceration of the palate, which 
was diagnosed as syphilis. Under iodide the ulceration rapidly 
decreased. The specimen submitted to Dr. Dunham was reported 
to show no evidence of malignancy. Iodide of potassium and 
mercury appeared on the base of the tongue, and spread rapidly 
until the two ulcerations coalesced. Then the ulceration extended 
to the second molor tooth. The iodide was then stopped and a 
second specimen was examined, with the same result as at first. 
All treatment was stopped for three weeks except cleansing the 
parts. Then special protonuclein powder was insufflated daily 
and the patient took from three to ten grm. of the powder every 
_ twenty-four hours. After about three weeks granulation tissue 
formed in the ulcerated area, and in about ten weeks the ulcera- 
tion of the pharynx had entirely healed, The man then went to 
work, but recently had returned with a subacute laryngitis. This 
was quickly followed by ulceration of the ventricular band and 
edema of the arytenoids. The protonuclein was resumed, and now 
the ulceration was healing up. The speaker said that in giving 
protonuclein the patient should be seen every day, because after 
ten grains has been reached, the tissues would become edematous. 
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Tubercular Larynx; Enormous Doses of Creosote. 


The third case was that of a young man who had come to Belle- 
vue Hospital three years ago with a large cavity in the apex of 
each lung. There was an ulceration of the ventricular band of the 
true cord on the left side. It was not thought then that he would 
live more than two months, but he agreed to live out doors and 
take creosote. This treatment was begun at once, and after he 
reached thirty drops of creosote three times a day the ulceration 
on the cord healed. The patient, on his own responsibility, in- 
creased the creosote until he was taking one hundred drops three 
times a day. The cavity in one lung cicatrized and the other was 
healing. This winter he contracted smallpox, but was again doing 
fairly well. 

Dr. Sharp said that one often met with specific ulcerations which 
were not at all influenced by iodide of potassium, and also cases 
of tertiary ulceration which would heal under mercury and were 
not benefited by iodide. This patient had received both of these 
agents, but without benefit. He believed the reason the patient 
with the tubercular larynx was still alive was that he had carefully 
refrained from any local treatment of the larynx. 


Paraffin Injections; Technique. 


Dr. Harmon Smith exhibited a number of patients to show the 
effects of paraffin injections. He intended to show these persons 
again in October. All of the cases were traumatic. 

He also demonstrated his method of giving these injections, and 
exhibited his syringe. He uses paraffin, having a melting point 
of 110° F., and an all-metal syringe. He did not advice using. 
more than half a drachm of paraffin at one injection. In the 
subsequent injections, using a small needle, he endeavored to enter 
the same spot as at the first injection. 

Dr. Francis J. Quinlan said that the greatest difficulty he had 
experienced with this method of injection was in keeping the par- 
affin melted. For the past few weeks he had been making use 
of a hot water jacket or mantle to keep the syringe warm. A 
block of tin shaped like a horseshoe is used by an assistant mak- 
ing pressure over the brow. The mobility of the parts should al- 
ways be considered and the operation done under strict asepsis. 

Dr. Carl E. Munger, of Waterbury, Conn., exhibited photo- 
graphs of a case upon which he had made use of these injections. 
It was a case of deformity, considerable in degree, following an 
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abscess of the septum. Twenty-five drops of paraffin were in- 
jected in this case, and although he had expected that, more than 
one injection would be required, the result after this first injection 
was almost perfect. 

Dr. Harmon Smith said that he had seen the operation on the 
case presented by Dr. Harris. The paraffin was injected under 
too great pressure, the operator endeavored to correct too much 
at one time and no pressure was made around the bridge of the 
nose and the inner canthus of each eye. He made it ¢ rule him- 
self never to attempt to overcome the deformity completely at 
one sitting, but to make a number of injections, no matter how 
slight the deformity to be corrected. 




















LARYNGOLOGICAL SOCIETY OF LONDON, 


Seventy-Third Ordinary Meeting, April 11, 1902. 
E. Cresswell Baber, M.B., President, in the Chair. 


Case of Laryngeal Growth in a Man aged 50. 


Shown by Dr. Wyatt Wingrave. The patient was a dock laborer, 
and when first seen, about two months ago, complained of hoarse- 
ness of twelve months’ duration, with some dyspnea on exertion for 
past four months. He admitted having a “chancre” twenty years 
ago, but without any sequelae. 

On laryngoscopic examination, two smooth opalescent swellings 
were seen overhanging the right half of the glottis. The cords 
were normal in appearance and texture. He was ordered sedative 
inhalations, and carefully watched. The symptoms considerably 
improved, but the swellings distinctly increased in size, a third one 
appearing just above the left capitulum. 

Fourteen days ago considerable edema of uvula and palate ap- 
peared. 

The voice was at the present time very good, and there was 
very little dyspnea on exertion. 

He had not lost weight, and felt quite well. There were no en- 
larged cervical glands. 

Case of Tumor of Larynx. 


Shown by W. H. Kelson. The patient, a woman aet. 74, came to 
hospital suffering from hoarseness of nine months’ duration. On 
examination, there was seen to be a rounded greyish colored tumor, 
about the size of a marble, lying on and concealing the anterior 
part of the left vocal cord, and apparently originating from the left 
ventricle. It was firm when touched with a probe ; the cords moved 
well, but were prevented from coming into apposition by the 
growth. 

He thought it was probably a cystic fibroma. 

Dr. Scanes Spicer thought the tumor was a cyst. It was white, 
and shaped like a pearl. r 

The President also thought of its possibly being a so-called pro- 
lapse of the ventricle, but it did not look solid enough for that. 
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Dr. Jobson Horne said he could not be quite sure from inspection 
alone whether the growth lying on the left vocal cord were solid and 
dependent from the roof of the ventricle, and therefore similar in 
its pathology to one he had described (vide “Proceedings,” Vol. 
V, p. 98), or whether it were of a cystic nature, and formed by the 
prolapsed lining of the ventricle. Its appearance, he thought, was 
suggestive of the latter. 

Dr. St. Clair Thomson had seen a similar case in a small boy. 
On being punctured a fluid came out, and the whole thing collapsed. 
A fortnight later the patient returned to hospital with the growth 
filled up again. It was removed with forceps, and found to be a 
cystic fibroma. 

Sir Felix Simon was of opinion that this cystic was a fibroma. 
The surface was too granular for a simple cyst. 

Dr. Kelson himself thought it was a cystic fibroma. He had 
cocainized the larynx and felt it with a probe, and it seemed to 
be rather firm. 

Case of Tuberculous Disease of the Larynx. 


Shown by Dr. W. H. Kelson. This occurred in a woman aet. 
42, who came complaining of loss of voice for two months and 
loss of health for two years. There was swelling and loss of move- 
ment of the left arytenoid, and a pink granuloma projecting from 
the left ventricle and overlapping the left cord. There were indi- 
cations of phthisis at both apices. A very few bacilli were to be 
found in the sputa. 

Dr. Grant said it seemed a very pretty case of what was some- 
times described as prolapse of the ventricle, which was supposed to 
be an eversion of the mucous membrane, whereas really it was just 
a growth of granulation tissue—possibly tubercular—from the ven- 
tricle. 

Case of Syphilitic Laryngitis, Possibly Complicated with Tuber- 
culosis. 

Shown by Dr. St. Clair Thomson. The patient presented fixa- 
tion and ulceration of one cord. There was also ulceration of one 
faucial pillar, and some ulceration on the posterior pharyngeal 
wall. This assisted in the diagnosis of syphilis, and the condition 
improved considerably under specific treatment. Still, in spite of 
large doses of iodide of potassium the condition did not entirely 
clear up, and, while the cord improved, there seemed to be more 
infiltration in the inter-arytenoid region. There were no constitu- 
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tional symptoms of tuberculosis, and the temperature was always 
subnormal. The man had gained in weight. 

Dr. Permewan asked why Dr. Thomson thought this was possibly 
a case of tubercle. To him it seemed that there were no marked 
tubercular symptoms, and that it was simply syphilitic. 

Dr. St. Clair Thomson, in reply, thought the case tubercular be- 
cause of the intra-arytenoid thickening, which had slightly in- 
creased, though the patient had improved with regard to the fixa- 
tion and ulceration of the cord. 


Case of Congenital Absence of the Front of the Nose with Occlu- 
sion of the Anterior Nares. 


Shown by Mr. Arthur H. Cheatle. The infant was six weeks old. 
I was the mother’s first child, and was born at full time. There 
was no history of syphilis; the nasal bones were present, but the 
framework of the nose in front of the nasal bones was absent. 
The palate was normal, and no other deformities were present. 

The President considered this a highly interesting case. 
Whether it was due to intra-uterine syphilis or not was the only 
point which might be raised. 


The case showed that a person could sleep perfectly quietly when 
the nose was completely obstructed. Though with polypus of the 
nose causing partial obstruction there was often great difficulty in 
breathing and noise during sleep, yet when there was complete 
obstruction the patient might after a time sleep comfortably. 

Dr. Fitzgerald Powell said it was a very interesting point 
whether this was congenital or whether it was due to intra-uterine 
syphilis, but one would expect to find some other evidence of 
syphilis in the child if this was a case of intra-uterine syphilis. He 
should think it would be a case for a plastic operation in later 
years. 

Dr. William Hill asked exactly what was meant by describing the 
condition of occlusion of the nares as congenital. Did those who 
employed the term here mean a closure from an inflammatory pro- 
cess occurring during intra-uterine life? Looking at the matter 
from a purely development point of view, the term “congenital” was 
usually applid rather to a defect of closure from arrested develop- 
ment; in this case the nares, formerly patent, had obviously been 
closed up later by an active inflammatory process in utero. 






































540 SOCIETY PROCEEDINGS. 


Specimen of Rhinolith. 


Shown by Mr. Arthur H. Cheatle. This specimen was removed 
from a woman aet. about 50 years, who had been troubled with 
the right side of her nose for twenty years. From the prescription 
she brought the origin was syphilis. The fetor was extreme. The 
rhinolith, which had to be broken before it could be extracted, 
weighed 140 grains. The nucleus apparently was a portion of 
necrosed inferior turbinal, as the configuration of the largest por- 
tion of the stone demonstrated. After removal the inferior turbinal 
was seen to be absent. 

Mr. Jackson, of King’s College, reported that the stone was 
composed of calcium phosphate and carbonate in almost equal pro- 
portions, together with a trace of organic matter. 

A New Form of Laryngeal Forceps. 

Shown by Dr. Lambers Lack. These forceps were mentioned 
at the last meeting. There were similar to Mackenzie’s well- 
known forceps, but the blades formed an obtuse angle with the 
shaft, and thus, when in the larynx, held the epiglottis out of the 
way. The forceps were also thus removed from the direct line of 
vision, and enabled a better view of the growth to be obtained at 
the moment of seizing it; for this reason, also, the blades were 
much more slender than Mackenzie’s. One pair of the forceps were 
curved forwards at the tip of the bladies to enable a growth in the 
anterior commissure to be more easily reached. The forceps had 
been used for over three years by various members of the staff at 
Golden Square, and had been found useful. 

Dr. Fitzgerald Powell again produced the forceps he had shown 
at the March meeting, and pointed out how they differed from Dr. 
Lack’s. 

A Case of Thyrotomy for Tuberculosis of the Larynx. 


Shown by Dr. Lambert Lack. The operation had been per- 
formed for what at the time was diagnosed as epithelioma of the 
larynx, and Dr. Lack thought the case presented many features of 
interest. 

, The patient, a finely made, robust man aet. 66, was an old soldier, 
and, apart from wounds, had never had a day’s illness. He was 
first seen in April, 1901, for hoarseness, which had commenced 
three months previously and was gradually increasing. On exam- 
ination an ulcer with raised edges and some surrounding thickening 

was seen occupying the centre of the right vocal cord, the move- 
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ments of which were considerably impaired. The rest of the larynx 
was of normal color and contour. The patient had some cough and 
expectoration, which he stated was not unusual to him during the 
winter. Examination of the chest showed signs of bronchitis. The 
sputum was examined for tubercle bacilli with negative result ; the 
patient was otherwise in good health, and no enlarged glands could 
be felt. The diagnosis pointed so strongly to epithelioma, and the 
case was so eminently suitable for operation, that thyrotomy was 
advised and immediately carried out. The entire right vocal cord 
was removed in the usual way, and the patient’s recovery was unin- 
terrupted. 


The growth macroscopically looked like an epithelioma, but Dr. 
Horne, after microscopical examination, reported it as tubercle. 

The patient made good progress until the commencement of © 
August, 1901, when enlarged glands were noticed in the neck. In 
September there was a hard lump under the upper part of the right 
sterno-mastoid about the size of a walnut, and rather fixed. Im- 
mediate removal was advised and at once performed. The opera- 
tion involved removal of part of the sterno-mastoid muscle, of the 
spinal accessory nerve, and of the internal jugular vein. Some of 
the mass of glands, which was removed entire, were found to be 
breaking down, and looked suspiciously like suppurating tubercular 
glands. This opinion was confirmed by microscopical examination, 
and there was no doubt but that this case was really one of tubercu- 
losis throughout. The patient had since remained in his usual state 
of good health, but had no voice, the cicatricial band which usually 
takes the place of a removed cord not having formed. The left 
cord moved freely, but had an apparently hollow space opposite 
to it. This case seemed a remarkable one for the following rea- 
sons : 

1. The laryngoscopic appearances of the localized growth on 
the vocal cord, the normal condition of the rest of the larynx, the 
patient’s age and vigorous health, the absence of signs of tubercle 
in the chest, the absence of tubercle bacilli in the sputum, etc., all 
pointed to a diagnosis of epithelioma. (This was confirmed by my 
colleague, Mr. Parker.) 

2. Even after the pathologist’s report an error was suspected, 
especially when enlarged, hard, fixed glands appeared in the neck. 

3. The good result of the operation, although performed for 
tuberculosis. 
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4. There were no signs of the presence of phthisis even now. 

5. The failure of the formation of the cicatricial band which 
usually takes the place of the removed cord, and the consequent 
continuance of aphonia. 

Sir Felix Semon thought the case very interesting from many 
points of view. First of all Dr. Lack’s description of the case, 
i. e., from the clinical appearances, there seemed to be hardly any 
doubt that it was.a case of malignant disease. When the micro- 
scopic examination disproved that, he could quite understand that 
Dr. Lack was very much inclined to disbelieve microscopist in this 
particular instance. 

Then came the glands in the neck, which would help to increase 
the belief in the malignant nature of the disease. Nevertheless this 
view was again disproved and the case ultimately shown to be one 
of tuberculosis. 

Thirdly, there was a fact to which Dr. Lack had drawn his par- 
ticular attention. They knew that usually in cases of thyrotomy 
undertaken for malignant diseased of the larynx, a ridge formed 
corresponding to where the diseased vocal cord had been removed, 
and that the voice materially improved, usually up to the end of the 
first year, but in this case there was a complete absence of such a 
ridge, and it was impossible to say why. 

He was most interested, too, in the appearance of the left vocal 
cord during phonation. In the latter part of phonation one saw 
quite distinctly the arytenoid cartilage not merely move inward but 
make quite a quarter-turn inwards, so that its vocal process pointed 
directly into the glottis, and the vocal cord assumed a completely 
triangular form instead of its usual linear outline. He had never 
seen this before, and, again, it was practically impossible to say why 
it should be so. It was, of course, due to the action of the lateralis 
muscle, but why this should contract in this exaggerated way it was 
difficult to see, unless a sort of subluxation had been produced by 
all possible energy being put into the action of the remaining vocal 
cord in the effort to get a better voice. 

Dr. Permewan had also noticed this appearance of the left vocal 
cord with some interest, and it struck him as a sort of rotation or 
turning on itself which might be due possibly to the fact that the 
anterior end of the cord might have been cut across. He asked 
whether the thyrotomy had been only unilateral or whether the ex- 
cision had extended to this side as well. 
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Mr. Parker had seen in this case with Dr. Lack from the first, 
and from the clinical appearances when he first saw the patient he 
quite agreed with Dr. Lack that there was little doubt as to the 
malignant nature of the disease and that the proper treatment was 
immediate operation. 

Dr. Scanes Spicer said this case raised to his mind the question 
whether resort should not be had in certain cases of tuberculosis 
of the larynx to the external operation and the removal of the af- 
fected area, more especially in those cases in which tubercular pro- 
cess was definitely localized. 


Dr. Jobson Horne said he was the pathologist and microscopist 
referred to. He had expressed the opinion that the disease was 
tuberculosis, and not epithelioma, and, as Dr. Lack had stated, he 
had not departed from that opinion, notwithstanding the surprise 
the result of the examination had occasioned, for it was not the first 
time he had microscoped a vocal cord believed to be the seat of 
epithelioma, and had found tuberculosis. He considered that the 
statistics had been enriched by Dr. Lack having published this case. 
It went to show how fallacious and misleading statistics must be 
which did not include negative cases. To obtain trustworthy sta- 
tistics of operations for epithelioma of the larynx, Dr. Horne said, 
there were at least two essentials; the first was to have a micro- 
scopic examination made in every case of the parts removed by 
the operation, and the result of the examination appended ; the sec- 
ond, which was, perhaps, more important, was to have the name of 
the microscopist also stated. 

Referring to the suggestion made by Dr. Scanes Spicer, that the 
result of the case opened up a field for further operations of the 
kind for tuberculosis of the larynx, Dr. Horne said the results 
rather disproved than supported the theory. The cord itself pre- 
sented under the microscope the appearance of chronic, quiescent, 
and, one might say, arrested tuberculosis. Four months later some 
glands were removed from the same side of the neck, which doubt- 
less would have been removed at the same time as the thyrotomy 
was done had they been sufficiently affected. The sections of the 
glands showed recent and more active tubercle, and suggested a 
lighting up of old disease with a reinfection, consequent upon the 
disturbance of the old tuberculous focus in the larynx itself. Dr. 
Horne expressed himself desirous of showing the sections to the 
Society at the next meeting. . 
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Mr. W. G. Spencer did not quite agree with the last speaker. 
He thought this case ought to be classed with those of senile tuber- 
culosis, which had been mentioned by surgeons. They were more 
common in connection with the bones, but there were other forms 
of senile tuberculosis occurring in old people, who otherwise had no 
connection with the disease—no family history—and who had not 
shown tuberculous lesions in earlier life. All these cases of senile 
tuberculosis were progressive forms of the disease, and he thought 
that the operation in this case was amply justifiable, and would 
contribute to their knowledge of other cases of senile tuberculosis 
in different positions. As to the frequency of such cases, it might 
possibly be greater in the larynx, but even here must be very rare. 
He thought it was of further interest, pathologically, in connection 
with the question that had been raised of carcinoma of the larynx, 
i. e., whether in old age or towards old age there was a diminished 
resistance agains the pathological lesion causing epithelioma. 
Here some chance tubercle bacilli getting on to the patient’s cord, 
and he possibly having less resistance against the attack than in 
early life, tuberculous diseas ehad developed. 

Dr. Lack said the case was such an exceptional one that he did 
not think it afforded any reasons for operating in other cases of 
laryngeal tuberculosis. Thyrotomy and even tracheotomy were 
generally disastrous in these cases. He did not think this could 
be called an arrested growth, as the hoarseness was of only three 
months’ duration and was increasing. Nor did he think complete 
exciion of a focus of disease likely to spread the infection to the 
glands. 


Specimen of Cystic Growth of the Septum and Microscopic 
Section. 


Exhibited by Dr. Pegler. The tumor was removed from a male 
patient aet. 30, who came to the hospital January 31, 1902, com- 
plaining of what he thought was a polypus in the nose, creating ob- 
struction. On examination a pendulous body was seen occupying 
the left middle meatus, bluish grey in color, and resembling a poly- 
pus to all intents and purposes, though less flattened and rather 
more opaque. A distinct attachment to the left side of the septum 
was traced by the probe, at about the region of the tubercle or a 
little higher. Dr. Clayton Fox also examined the case, and an 
edematous septal polypoid hypertrophy was diagnosed. It was re- 
moved with a Mackenzie snare with the usual antiseptic precau- 
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tions, and neither bleeding nor serous fluid escaped. The after- 
appearance of the middle meatus was peculiar, the septum showing 
a marked indentation, and the anterior half-inch of the middle tur- 
binal being strongly deflected outwards at the site occupied by the 
growth, which might therefore be presumed to be either of con- 
genital origin or, at all events, to have existed for a long period. 
It proved on inspection to be a cyst with a short, hollow pedicle. 
The patient wrote three days later excusing himself from keeping 
his appointment at the hospital on account of “‘a bad influenza cold,” 
and did not subsequently return. For full notes of the after-history 
the erhibitor was indebted to the patient’s private medical attend- 
ant, who was called in on February 7. At this time the patient 
was found to be suffering from shiverings, pains in the limbs, and 
headache, with a temperature of 100.° There being three other 
cases of influenza in the house, this disease was diagnosed. After a 
temporary improvement the case took an unfavorable turn, and by 
February 9 symptoms of meningitis had developed. The left arm 
and legt became paralyzed, coma set in, and the eyes were drawn 
to the left. Later, large twitchings and convulsions invaded the 
right side of the body, arm and leg, and the patient died on Feb- 
ruary 15. The report states that the initial symptoms indicated 
right-sided brain trouble, but that the patient had no local signs 
drawing attention to the nose during the illness, neither swelling, 
pain, tenderness on pressure, nor discharge, and on this account 
the exhibitor had not been communicated with. The tumor, which 
had been placed in spirit immediately after removal for subsequent 
examination, was handed over to Mr. Bland-Sutton, as there 
seemed reason, in the light of what had followed, to. suspect men- 
ingocele. That gentleman had carefully examined it, both macro- 
and microscopically, but thought “the source of the cyst was a mat- 
ter for conjecture.” The micro-sections showed two distinct zones 
of tissue; the outer consisted of nasal mucous membrane; it was 
surrounded by columnar, non-ciliated epithelium, and continued 
racemose glands, but no sinuses. The inner zone was much thicker 
in certain situations than others, and was made up of connective 
tissue containing many elastic fibres, but did not appear to have a 
definite squamous epithelial lining. The appearances were well 
shown in the drawing handed round. The specimen had been 
mounted by Mr. Pollard, of Middlesex Hospital, who also made 
the micro-sections. 
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Dr. Dundas Grant thought they all ought to express their in- 
debtedness to Dr. Pegler for bringing forward the case. When a 
case ended fatally, as this had, the interest was enormously in- 
creased, and its instructiveness was increased, perhaps, in geometri- 
cal proportion. If Dr. Pegler had only mentioned to them at the 
outset that the case had terminated fatally, they would have been 
able to follow his minute description of what seemed rather small 
details with much greater interest. But he thought the points 
brought before them showed that the diagnosis he had made as to 
the site of the tumor was correct, and no doubt he wished to elimin- 
ate any possible idea of its being a tumor connected with the men- 
inges, such as a meningocele. The case was a very interesting one, 
and there was always the possibility of such a coincidence occurring 
in anyone’s practice which had to be kept in mind when carrying 
out even minor operations during a period of epidemics. Many of 
them had been much distressed by rashes occurring which turned 
out to be scarlet fever, and the patients suffered considerably, and 
they themselves were subject to grave anxiety. He thought Dr. 
Pegler’s description should be accepted as correct. 

Dr. Wingrave said that the evidence of the histology rather 
showed that whatever central connection the swelling had, it con- 
sisted to a greater extent of distension of some of the lymph or con- 
nective spaces of the periosteum. One could see very clearly the 
normal mucous membrane covered with what appeared to be the 
olfactory cells in a somewhat fragmentary state. Underneath that 
one found a very thick connective tissue layer with elastic fibres 
conforming very thoroughly to the description of periosteum. In 
that deep periosteal layer one would find large distended spaces, 
so that it was quite possible that it might have been a cystic dis- 
tension of the periosteal layers and even possibly that it might have 
been a continuation of the dura mater. In the absence of a definite 
statement as to where it was removed from, and in the absence of 
any histological evidence of meningeal structure, it was a pure as- 
sumption to say that it was directly connected with the cranial 
cavity. Certainly the cyst was not lined with any kind of epithe- 
lium suggestive of subdural continuity, or that could be differ- 
entiated from the connective-tissue cells themselves. 

Dr. Hill suggested that the specimen and sections be referred to 
the membrs of th Morbid Growths Committe, who should have 
power to add other clinicians to their number in order that the 
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questions raised might be thoroughly investigated. The clinical 
history did suggest very forcibly to many present that this was a 
case of meningocele. If one removed a polypus from the nose of a 
patient who soon after died from meningitis, and if it were then 
found that the presumed polypus was a cyst, and came from the 
septum of the nose, a strong case was made out in favor of its being 
a meningocele. Of course, the remarks of Drs. Pegler and Win- 
grave went to show that the tumor was not like a meningocele 
histologically, but then they all knew that congenital abnormalities 
often underwent alterations in structure. The case was almost 
unique, and the references in medical literature to the subject were 
very vague. Whether it turned out that one really had to deal with 
a genuine cystic tumor of the septum or a meningocele, an impor- 
tant case would have been eclucidated and added to their records. 

Dr. St. Clair Thomson suggested that the possibility of a con- 
genital meningocele should not be dismissed without such a full 
investigation of the subject as Dr. Hill had proposed. 

In investigating the literature of the subject in connection with 
cerebro-spinal rhinorrhea, it was suggested by one authority—and 
it seemed to be a working hypothesis—that some of these cases of 
spontaneous cerebro-spinal rhinorrhea might be congenital men- 
ingoceles which had spontaneously ruptured. He found amongst 
the literature that many cases had been put on record of patients 
who, sooner or later, became infected through the nose, and a 
great many of them died with meningeal symptoms. 

The importance of the nature of this tumor being definitely set- 
tled was so great as to merit the investigation by the Morbid 
Growths Committee. 

The President thought the Society was much indebted to Dr. 
Pegler for bringing forward this interesting case. 

Dr. Pegler said, in reply, that on receiving the report of subse- 
quent events, his first impression, supposing any connection be- 
tween the removal of the byst and the meningitis existed at all, was 
that the growth had been a meningocele. He had since been led to 
relinkuish that suspicion as a result of the microscopic investiga- 
tion over which, in addition to Mr. Bland-Sutton, he had the assist- 
ance of Dr. Wyatt Wingrave. 

The microscopic appearances certainly tallied with his recollec- 
tion of the attachment of the pedicle. He was anxious that the sec- 
tions should be referred to the Morbid Growths Committee, but he 
feared that, there having been no necropsy, a great deal in connec- 
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tion with the case would have to remain conjectural. Anyhow he 
had brought it forward as a matter of duty, as well as on account 
of its unique interest, for he had found but little in the literature 
of septal tumors that had thrown light upon this case. It was 
stated by unequivocal authorities that cystic growths of the septum 
and also meningoceles under certain conditions should be exercised. 

On a show of hands it was unanimously decided to accept Dr. 
Pegler’s offer to refer the specimen and sections to the Morbid 
Growths Committee. 

Case of Epidermolysis Bullosa in a Woman, associated with 
Mouth and Throat Lesions. 

Shown by Dr. William Hill. 

Dr. Vinrace asked Dr. Hill if he proposed to adopt any treat- 
ment, and whether he had acquainted himself with any iine of treat- 
ment which had been acted on in the past in the many hospitals 
this patient had attended. 

Dr. Hill, in reply to Dr. Vinrace, said that no treatment did any 
good in these cases as regards the skin lesions. 

Case of Tumor of the Right Vocal Cord formed during Influenza 
in a Man aged 50 (for Diagnosis). 

Shown by Dr. Donelan. The patient had attended the Italian 
Hospital two months ago, suffering from influenza. The paths of 
infection appeared to have been the pharynx and larynx, as there 
were well-marked symptoms of true grippe. The larynx was in- 
tensely congested ; there was, however, no growth, and the patient 
had a clear voice up to the time of attack. Seen again two days 
ago, a growth about 4 mm. long by 2 mm. wide projected back- 
wards and inwards from about the middle of the right vocal cord. 
Apart from the hindrance to approximation of the cords due to the 
growth there appeared to be also some paralysis of the arytenoid 
muscles. 

Dr. St. Clair Thomson did not altogether follow the description 
of this case, but there seemed to be some ulceration on the left 
vocal cord and a good deal of inter-arytenoid thickening. The 
man had lost weight, the pulse was quick, and he had night sweats. 
He thought the subject of tuberculosis ought to be borne in mind 
in connection with this case, for it frequently developed rapidly after 
influenza. 

Dr. Donelan, in reply, said he had seen the patient only at an 
interval of a month or five weeks, and as the growth had developed 

















SOCIETY PROCEEDINGS. 549 


only during the last nine weeks he had not much opportunity of 

studying the case. The patient had syphilis twenty years ago, 

which might alter the view taken as to the diagnosis. 

Specimen of Fibroma Removed from Left Maxillary Antrum of 
Male aged 18. 

Shown by Dr. Fitzgeraid Powell. This patient came under ob- 
servation complaining of nasal obstruction. On examination his 
septum nasi was seen to be deflected to the left, preventing a good 
view of the nostril from in front, but on examination of the pos- 
terior orifice with a mirror a small growth was observed filling 
the upper half of the left choanae; the appearance was that of a 
polypus or enlarged turbinate. An effort was made to snare it un- 
der cocaine, but only a small portion could be removed by the 
snare. The patient was put under a general anesthetic, and an at- 
tempt made to remove the growth from behind with Howell’s ade- 
noid forceps, but in attempting to seize the growth it slipped out of 
reach, and on pushing the finger in after it a considerable soft mass 
was left lying in the left maxillary antrum, through an opening in 
the posterior third of the inner wall. 

Keeping the finger on the growth, a long-handled, sharp spoon 
was pushed in through the nostril from the front, and using con- 
siderable force the growth was freely curetted from its attachment 
to the under surface of the floor of the orbit and scooped into the 
nostril, where it was seized by the adenoid forceps pushed up the 
nostril from in front and drawn out. 

It was found to be a dense fibroma about the size of a small kid- 
ney. Hemorrhage was very free during the operation, but stopped 
when the growth was removed, and the patient was at present doing 
very well, and had not had a bad symptom since the operation, 
which was done a week ago. 

The President thought it was difficult to extract such a large tu- 
mor through the nose so as to be sure of its complete removal. 

Dr. Powell said that nobody was more surprised than he was 
when the tumor came through the nose entire. When he put his 
finger into the post-nasal space and felt the mass in the left maxil- 
lary antrum, he had no idea that it was of the size it turned out to 
be. It seemed to have grown from underneath the floor of the 
orbit. There could not have been a very wide attachment to it, 
and from the general contour of the tumor he thought that it had 
come away entirely, though, of course, he was not absolutely cer- 
tain. 
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If one had known the size of the tumor it would have been ad- 
visable to open the antrum from the front and remove it, or else 
remove the jaw. But as it came out as it did he was very well sat- 
isfied with the result. The case was being kept under inspection to 
see if there was any recurrence. 


Case of Malignant Growth in the Nose of a Male Patient aged 61, 
Probably of the Nature of Alveolar Epithelioma. 


Shown by Dr. Dundas Grant. John C , aet. 61, presented 
himself at the Throat and Ear Hospital a week ago on account of 
complete obstruction of the right nostril and partial obstruction of 
the left. The right nostril was completely filled with a polypoid 
growth of a pinkish color but irregular in shape, and rough over 
the greater extent of the surface. The irregularities were inter- 
spersed with small masses of shiny myxomatous growth. The 
soft part of the external nose was bulged outwards, but there was 
no displacement of the nasal bones and no bulging of the superior 
maxilla. There exuded from the notril a sanious discharge which 
irritated the margins, and the nose emitted a peculiar heavy smell 
suggestive of putrefying flesh, and distinct from the odor of ozena 
or simple polypus or antral suppuration. Dr. Grant had observed 
this smell in connection with sarcoma, sphyiloma, and epithelioma, 
and was dispossed to think it of some diagnostic value. By poster- 
ior rhinoscopy there was seen to be a large mass blocking up the 
right choana and extending over the back of the left one; it was 
o fthe same nature as what was seen in the front, and after palpa- 
tion showed marks of hemorrhage. There was no distension of the 
antrum in any direction, and on transillumination it was found to 
be perfectly translucent. The trouble dated from the earlier part 
of last year. In May he spat up some blood which did not appear 
to come from the lungs; in June and July the back of the throat 
became somewhat obstructed, and in August a fleshy lump dropped 
down from the back of the nose into the pharynx about the size of 
a small shelled walnut and of a dark color. During the later 
months of the year numerous polypi were extracted, but apparently 
without effecting a complete clearance. In March of this year an 
endeavor was made to clear the nose through the nasal passages 
by a surgeon of the highest ability, who considered the growth to 
be malignant, and although a large quantity was removed, recur- 
rence had taken place by the time he came under Dr. Grant’s care. 


The case now presented the characters of malignant disease 
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growing from some portion of the nasal cavity, but in all probability 
not the antrum. There was no.enlargement of glands. 

A small portion of the growth had been removed and examined 
microscopically by Dr. Wingrave, who found it to consist of a 
stroma formed of densely packed fusiform cells and enclosing irre- 
gular alveoli which filled with epithelial cells ; the surface epithelium 
was stratified, the deepest portion consisting of columnar cells cov- 
ered by nucleated spheroidal cells; this epithelium invaded the 
stroma, filled the alveoli, and expanded irregularly to become 
cystic; the cells in the alveoli fell out during preparation. Dr. 
Wingrave considered that the epithelium had invaded both from 
the surface and from the glands; he considered it probably malig- 
nant, but the opinion of members was invited as to the nature of 
the specimen. It might be stated that there was no history of 
specific infection, and that the patient had of late been gaining 
flesh, although he had lost it to some degree during the latter part 
of last year. 

Dr. Grant suggested an external operation, making an incision 
round the side of the nose and through the upper lip, to which 
could be added one below the orbit if excision of the upper jaw, 
completely or in part, should seem necessary. 

Mr. Spencer thought this a very malignant case, and that it was 
the worst form of burrowing epithelioma or carcinoma of the an- 
trum, and would require removal of the upper jaw. The glands 
were beginning to enlarge under the jaw which, if taken away at a 
second operation, might prolong the patient’s life a little, but he was 
afraid the results in these cases were always bad, and hardly any 
cases with this particular form of growth were cured. Although 
the section shown was rather thick, yet the chief element was dis- 
tinctly cylindrical epithelium arranged in alveolar masses, and not 
sarcoma. 

Mr. Robinson thought it doubtful if it was a case of carcinoma 
at all. Inthe main it appeared to be sarcomatous with the normal 
glands embedded in this structure. It certainly was not the usual 
type of alveolar or glandular carcinoma, such as would arise from 
the lining membrane of the antrum. Transillumination, which had 
been done, might here assist, as the antrum appeared to be free. 
The growth seemed rather to spring from the nasal wall. 

Dr. Wingrave said that one of the specimens was somewhat 
thick, yet clearly showed its epithelial nature, which, he thought, 

was strongly suggestive of “duct cancer.” 
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Dr. Lack said the section was not a satisfactory one, and hoped 
the specimen would be referred to the Morbid Growths Committee. 
Dr. Dundas Grant expressed his willingness to have the growth 
submitted to the Morbid Growths Committee, but thought it would 
be undesirable to postpone the operation on that account. 
Case of Paralysis of Left Vocal Cord in a Female aged 27. 


Shown by Dr. Wyatt Wingrave. The patient had complained 
of hoarseness and shortness of breath for fourteen months also 
slight deafness since childhood. 

There was a history of two attacks of acute rheumatism. 

The voice was weak, and there was dyspnea and palpitation on the 
slightest exertion or excitement. 

She stated that the voice suddenly changed after a bad cold, and 
had remained more or less hoarse and weak. 

Laryngoscopy showed complete fixation of the left cord in ex- 
treme abduction. 

There was a double basic systolic murmur, with cardiac dullness 
extending to supra-sternal notch, associated with thrill and pulsa- 
tion, although the pupils were equal and radial pulses were equal 
in volume and synchronous. 

The evidences was strongly in favor of an aneurysm involving 


the left recurrent. 
Dr. Permewah said he was rather surprised to hear Dr. Win- 


grave in his description say that the cord was in extreme abduc- 
tion. This would be a very unusual condition of things. To him 
the position of the cord was just the ordinary cadaveric position. 
He suggested it was a case of recurrent paralysis with a certain 
amount of swelling of the ventricular band concealing the cord. 

Dr. Wingrave mentioned the fact that the left cord was extreme- 
ly abducted when first seen, being completely hidden by the ven- 
tricular band. To-day one could see a little of it, but at the same 
time he felt that it was somewhat external to the cadaveric position. 
A case of Bulbar Paralysis in a Female aged 23. 


Shown by Dr. Wyatt Wingrave. The patient sought relief for a 
lump in the throat and difficult breathing” of fourteen years’ dura- 
tion, but much worse lately. 

The voice was weak and articulation imperfect ; she spoke indis- 
tinctly, as if her mouth were full. She suffered frequently with 
dyspnea on the slightest exertion, but worse during sleep. Deglu- 
tition was normal. The pupils are equal and react to light and 
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accommodation. The tongue was deeply fissured, red, and slightly 
tremulous, and its action feeble. There is well-marked facial palsy ; 
knee-jerks are exaggerated. 

The larynx showed both cords fixed in a position somewhat mes- 
ial to the cadaveric; leaving but a very narrow aperture. Tension 
was fair, but other movements wanting, with the exception of slight 
abduction in the right cord. There was a prominent sarcous-look- 
ing projection in the posterior commissure, and some slight peri- 
arytenoid swelling. 

The mother’s story was that she had enjoyed fair health, but that 
fourteen years ago a piece of slate pencil was removed from the 
right ear under chloroform, which was followed by face paralysis 
(right side). 

She had five healthy brothers and sisters, and neither syphilitic 
nor tuberculous history could be obtained. 

Mr. Tod said that the growth between the cords suggested fixa- 
tion of the cords rather than paralysis. 

The case had been under Mr. Hovell at the London Hospital, and 
there were some notes to the effect that there had been some dis- 
eas of the crico-arytnoid joint. This referred to some years back. 

Mr. Parker said he had seen this case at the Throat Hospital, 
Golden Square, some three months back. He then formed the 
opinion that the facial paralysis was probably traumatic, due to in- 
jury by a slate pencil in the ear; at any rate the paralysis was first 
noticed immediately after its removal under chloroform, when the 
patient was between seven and eight years old. Shortly after this 
the voice began to change, which led the mother to seek the advice 
of the late Sir Morell Mackenzie, since which time the patient had 
been taken to various laryngologists and various hospitals. 

Dr. Lack said that one point of interest about the case was that 
the patient slept perfectly quietly, although she had dyspnea when 
walking about. He did not think she required tracheotomy. 

He had seen a case of paralysis and wasting of the arm imme- 
diately following the administration of chloroform for a simple 
operation, and wondered if the history in the case afforded any 
support to a similar origin. 

Dr. Wingrave said that the history of the patient was somewhat 

involved and unreliable. 

She undoubtedly had facial palsy and weakness and tremor of 
the tongue, but the palate moved perfectly well. 








BIBLIOGRAPHY. 


It is our purpose to furnish in this Department a complete and reliable record of tne 
world’s current literature of Rhinology, Laryngology and Otology. 

All papers marked (*) will be published in abstract in THE LARYNGOSCOPE. 

Authors noting an omission of their papers will confer a favor by informing the Editor. 


I. NOSE AND NASO.PHARYNX. 


Nose and Throat Work for the General Practitioner. Gro. L. RicHarps, 
(Fall River). Jnternat. Jour. Surg., May, 1902. 

Foreign Body in Left Nasal Duct. A.J. McCLosky, M.B.,C.M. British 
Medical Journal, September 28th, 1901. 

Latent Nasal Polypi. O. B. H. Stewart, F.R.C.S.E. British Medical 
Journal, December 21st, 1901. 

*The Treatment by Asch’s Operation of Deviation of the Nasal Septum. 
EUGENE YONGE, M.D., British Medical Journal, April 19th, 1902. 

*Influence of Nasal and Naso-Pharyngeal Obstruction Upon the Develop- 
ment of the Teeth and Palate. A.1L,. WHITEHEAD, M.B., B.S., British 
Medical Journal, April 19th, 1902. 

*The Subcutaneous Injection of Paraffin for the Removal of Deformities of 
the Nose. WaLKER Downlk, M.B., F.R.C.P. (Glas). British Medical 
Journal, May 3rd, 1902. 

*Rheumatism of the Nose (Rhinitis Rheumatica). W. FREUDENTHAL 
(N. Y.) Annals of Otology, Rhin. and Laryng., May, 1902. 

*A Note on Osteophytes of the Nasal Chambers. ALEXANDER W. MacCoy. 
The American Jour. of the Med. Sciences, February, 1902. 

*Epistaxis in the New Born. L. D’Astros. La Pratigue Medicale, April, 
1902, No. 4. 

Chronic Hypertrophic Rhinitis—Its Treatment. Z. L. LEONARD (New 
York). The Southern Clinic, May, 1902. 


Critical Sketch of Nasal Reflex Neuroses. NIkiTIN (V.N.) Prakt. Vrach, 
St. Petersb., 1902, I, 7-9. 

On the Injection of Paraffine in Deformities of the Nose. J. Baratoux. 
La Pratique Medicale, April, 1902, No. 4. 


Removal of Foreign Bodies From the Nose. Marinovicu. Feldscher. 
St. Petersb., 1900, X, 304. 


Plastic Surgery of the Nose, Re-establishment of the Wing, End and 
Cutaneous Septum of the Nose. LazaREFF (E. G.) KXhirurgia, 
Mosk., 1902, XI, 283. 


—554— 














BIBLIOGRAPHY. 555 


Resection of the Inferior Turbinals, Wrosl_ewski (W.) Gaz. /ek., 
Warszawa, 1901, 2, s., XXI, 1236-1241. 


Partial Rhinoplastic Surgery, Re-establishment of the End of the Nose. 
GERTSEN (P. A.) TZrudi Obsh., Russk v Vrach, Mosk., (1900), 1901, XL, 
pt. 2, 236-238. 

Abscesses of the Nasal Septum. Inyin (P.V.) 7Zyrudi Obsh., Russk., 
Vrach. v. Mosk., (1900), 1901, XL, pt. 1, 97-101. 


Il. MOUTH AND PHARYNX. 


Affections of the Mouth and Throat Associated with the Bacillus Fussi- 
form and the Spirilla of Vincent. Emi, Maver, (New York). La 
Parole, March, 1902, No. 3. 


Congenital Hair-lip complicated with Alveola-palatine Fissure. E. 
Desrik, Za Parole, March, 1902, No. 3. 


The Lingual Tonsil. Henry B. LEMERE (Omaha). Jed. Herald, May, 
1902. 


Enlarged Tonsils in a Woman Aged 57. B.H. Stewart, F.R.C.S. (Edin.) 
British Medical Journal, July 13th, 1901. 


*Affections of the Mouth and Throat Associated with the Fusiform 
Bacillus and Spirillum of Vincent. Emir, Maver. Zhe Am. Jour. of 
the Med. Sciences, Feb., 1902. 


Treatment of Aphthae and Cancrum Oris. VLApIMIROFF (G. E.) Dietsk. 
Med., Mosk., 1902, VII, 54-56. 


Pathological Tonsils, with Some Consideration of Treatment. R. Mc- 
KINNEY (Memphis, Tenn.) Memphis Med. Jour., June, 1902, No. 6. 


Ill. ACCESSORY SINUSES. 


*Some Observations on Thirty-five Cases of Suppuration of the Maxillary 
Antrum. HERBERT TILLEY, M.D. British Medical Journal, April 19, 
1902. 


A Case of Unilateral Maxillary Sinusitis and Double Frontal Empyema 
with Necrosis of the Orbital Wall. E.J. Mourn. Revue Heb. Laryng. 
D’ Otol. Rhinologie, April 5, 1902. 


IV. LARYNX AND TRACHEA. 


Foreign Body Impacted in the Right Bronchus. W. E. BamBEr, M.B. 
British Medical Journal, July 13th, 1901. 


A Case in Which Tracheotomy was Twice Performed in the Adult. J. 
STAVELEY Dick, M.B. British Medical Journal, July 20th, 1901. 


A Case of Recurrence of Laryngeal Papillomata in a Child after Tra- 
cheotomy. E. MANSELL Zympson, M.D., B.C. Cantril. British Med. 
Jour., November 9th, 1901. 


Polypus and Vocal Nodule Associated with Respiratory Difficulties and 
Neuroses in the Trachea. Marckt, NaTiER. La Parole, April, 1902, No. 4. 











556 BIBLIOGRAPHY. 


Morbilli; Laryngitis; Stenosis; Laryngis; Intubatis; Broncho-pneu- 
monia. SALMON (J.) Casap lek Cesk., v. Praze, 1902, XLI, 550. 

Foreign Bodies in the Trachea. KurRcHINSKI (V.) Vrach. Gaz., St. 
Petersb., 1902, 1X, 105. 

Serious Complications in Intubation. AkHmMetvEFF (M. V.) Dietsk. 
Med., Mosk., 1902, VII, 38-41. 

Surgical Treatment of Tuberculosis of the Larynx. PrIENICIZzEK (P.) 
Gaz., lek., Warszawa, 1901, 2 s., XXI, 1266-1273. 


Tumor in Trachea. Krocins. Finska lak., Sallsk. Handl., Helsingfors, 
1902, XLIV, 503. 


*A Case of Acute Articular Rheumatism of the Crico-Arytenoid Joints. 
W. E. SAUER (St. Louis). Interstate Med. Jour., May, 1902. 


Vv. DIPHTHERIA, THYROID GLAND, OESOPHAGUS. 


A Note on the Treatment of Diphtheria. JoHn M. Swan (Philadelphia). 
St. Louis Med. and Surg. Jour., June, 1902. 


Extraction of Foreign Bodies From the Oesophagus by Graefe’s Appar- 
atus. TRzEBICKY (R.) Przegl. lek., Krakow, 1902, X11, 143-145. 


Extraction of Foreign Bodies from the Oesophagus. PIENIAZEK. Przeg/. 
lek., Krakow, 1902, XU1, 145-147. 


Primary Tuberculosis of the Parotid Gland. Mints (V.M.) Laitop. 
Khirurg. Obsk. v. Mosk., 1902, XX1I, 4. Discussion, 21-23. 


A Case of Laryngeal Diphtheria Treated with Massive Doses of Anti- 
toxin. L. G. LeEBEuF (New Orleans, La.) New Orleans Med. and 
Surg. Jour., June, 1902, No. 12. 


VI. EAR. 


Furunculosis of the External Auditory Canal. J.G.Connar. La Parole, 
Feb., 1902, No. 2. 


The Intra-Tympanic Surgery of Neuroses of Otic Origin. GuHER- 
ARDO FERRERI, La Parole, Feb. 1902, No. 2. 


Suppurative Otitis Media with Small Perforation of Membrane Treated 
by Excision and Irrigation. FauLpDER WHITE. Fritish Medical Jour- 
nal, November 9th, 1901. 


A Case of Pyaemia Following Otitis Media. W. Murrett, M.D., and 
PHiuire DE SANTI. Pritish Medical Journai, December 21st, 1901. 


Chronic Otitis Media Followed by Suppurative Bursitis. Guy BRamon, 
M.D. British Medical Journal, February 8th, 1902. 


*Treatment of Deafness of Middle Ear Origin, A Preliminary Communica- 
tion. CHALMERS WATSON, M.B., F.R.C.P., Edinb. British Medical 
Journal, March 22nd, 1902. 


*Injuries of the Membrana Tympani. Sami. G. DaBney (Louisville, Ky.) 
The Louisville Monthly Jour. of Med. and Surg., June, 1902. 











BIBLIOGRAPHY. 557 


Two Cases of Rupture of the Internal Carotid Artery in Diseases of the 
Middle Ear. YurcEns (E. M.) Russk. Chir. Arch., St. Petersb., 1902, 
XVIII, 3-12. 

Favorable Influence of Erysipelas on the Course of Grave Otitis Media. 
SEpDzIAK (J.) Kyron. lek., Warszawa, 1901, XXII, 1037-1042. 

Two Cases of Rupture of the Carotid Artery in Diseases of the Middle 
Ear. YurRGENS (E. M.) Voyenno-Med./., St. Petersb., 1901, LXXIX, 
Med. Spec. pt., 3648-3657. 

Treatment of Chronic Otitis Media. BentzEN (S.) Ugeskr. f. Laeger, 
Kobenh., 1902, 5 R., IX, 505-518. 


Vil. MASTOID AND CEREBRAL COMPLICATIONS. 


*Temperature after Mastoid Operation—Analysis of 100 Cases. THomas 
J. Harris. Annals of Otology, Rhinology and Laryngology, May, 1902. 


Double Temporal Disease from Suppurative Otitis. FauLDER WHITE, 
F.R.C.S. British Medical Journal, March 29th, 1902. 


*The Treatment of Thrombosis of the Lateral Sinus Following Middle Ear 
Suppuration. Epwarp BRADFORD DEeNcH, 7he American Journal of 
the Medical Sciences, May, 1902. 


Acute Otitis Media; Implication of Lateral Sinus; Operation; Ligature of 
Internal Jugular Vein; Recovery. S. Horace Law, M.D. JPritish 
Medical Journal, January 4th, 1902. 


Pyaemia of Otic Origin. E. ScumigcEnow. Revue Heb. Laryng. D’ Otol. 
and Rhinologie, May 10, 1902. 


VII. THERAPY. 


Notes of Cases Illustrating the use of Adrenalin Chloride in Ophthalmic 
Nasal and Aural Surgery. STANLEY GREEN, M.B., B.S., Lond. 
British Medical Journal, May 10th, 1902. 

*The Use of the Ice-Coil in the Abortive Treatment of Acute Inflammation © 
of the Mastoid Process. EDWARD BRADFORD DencH. WN. Y. Eye and 
Ear Infirmary Reports. January, 1902. 

Suprarenal Fxtract in Rhino-Laryngology. RaptsikH. Med. Obozr., 
Mosk., 1902, LVI, 310-319. 

Turpentine as a Haemostatic Remedy in Epistaxis. IzacHIk (M.) 
Voyenns-Med. J., St. Petersb., 1901, .X XIX, Med. Spec. pt., 2978-2981. 


IX. MISCELLANEOUS. 
*Dry Faucitis and Bright’s Disease. Joat. Revue Heb. Laryng., D’ Otol. 
Rhinologie, April 19, 1902. 


The Complications of Angina of Vincent. Their Pathology. SiMoNIN. 
La Parole, March, 1902, No. 3. 


Congenital Facial Paralysis of the Right Side. A. B. Marran and 
ARMAND DouLLE. La Parole, Feb., 1902, No. 2. 











SELECTED ABSTRACTS. 


Dry Faucitis and Bright’s Disease.—Joa..—Revue Heb. de Laryn- 
gologie, D’Otologie et de Rhinologie, April 19, 1902. 

From the observation of a number of cases, the author believes 
faucitis sicca, when not dependent on nasal or naso-pharyngeal 
disease, should always direct the attention to a careful urinalysis. 
In this way the insidious approach of Bright’s disease may some- 
times be detected. It is even possible that the faucitis sicca may 
manifest itself before the appearance of albumen fat in the urine. 

W. SCHEPPEGRELL. 





Immense Osteoma of the Frontal Sinus: Operation; Cure.—Dr. 
DrPacr.—Revue Heb. de Laryngologie, D’Otologie et de Rhinologie, 
March 1, 1902. 

The case was a woman of twenty years, who had violent attacks 
of headache with vomiting, and continued paid in the head. A 
bony tumor could be felt in the upper part of the orbit; the eye 
was pressed downwards and presented exopthalmos. The sense 
of smell had disappeared. The vision was considerably diminished 
and the two pupils showed the characteristic stasis. By means of 
radiography a tumor, the size of a billiard ball, was shown. 

During the operation, an opening in the bone had to be made 
twelve centimetres in heighth and eight wide, in order to remove 
the main parts of the tumor which had pushed back the meninges 
which now formed a part of its covering. 

After extirpating the tumor, the wound cavity was as large as the 
fist; at its bottom could be seen the matted dura-mater, and the 
broken cerebral surface. ; 

The operation was followed by no untoward results except a 
supurative keratitis. 

The tumor measured nine centimetres on one axis and five on the 
other. One part filled and dilated the frontal cavity, while a pro- 
longation extended into the sinus of the opposite side. The weight 
was 238 grammes. 

Even if there is no infection of the frontal sinus, the author 
recommends in such cases that it be left wide open, in order to pre- 
vent infection of the meninges by way of the nasal passages. 

The patient has since resumed her usual occupation, but still suf- 
fers from epileptic seizures. SCHEPPEGRELL. 
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Recurrence of Hyperplasia of the Pharyngeal Tonsil—Dr. Max 
CorkKE (Breslau), Archiv. fur Laryngol., Band XII, Heft 2. 

The earlier endeavors to explain the recurrence of the hyper- 
plasia after operative removal were directed to the existence of 
some constitutional peculiarity, such as scrofula. After that, the 
view was broached that the recurring adenoid was of a sarcoma- 
tous nature—a lympho-sarcoma. Such a structure is difficult to 
distinguish from lymphoid tissue under the microscope, and the 
fact that recurrences frequently occur with great rapidity seemed 
to give some color of truth to this view. However, it soon be- 
came evident that very, very few of these recurring tumors 
showed any of the qualities of malignant growths, and the view 
was abandoned. The next explanation was, that in cases where a 
recurrence occurred the operation had not been thoroughly car- 
ried out. It is very evident to anyone who gives the matter a 
moment’s thought, that a thorough and complete removal of all 
lymphoid tissue is never accomplished. Small fringes and papillae 
are left, and some lymphoid tissue has inserted itself in the median 
line between the plates of the basilar fibro-cartilage. This latter 
cannot possibly be removed by the curette. 

G. gives a very thorough study of the histology of the new ton- 
sil as compared with the original one. In brief, the same his- 
tological elements are all present, but in the new growth are ap- 
parently hopeless mixed up and confused as far as their relative 
situation is concerned. Their original order is lost, and we see 
lymphoid cells, glands, epithelium and connective tissue welded 
into one confused mass. If the examination is made at a time 
when the new growth is still young, there will be found a great 
preponderance of connective tissue. Later on the lymphoid ele- 
ments have crowded out and displaced the connective tissue, so 
that the characteristic appearance of a tonsil is restored. 

One reason for the frequent recurrence of these growths is the 
extraordinary capacity for reproducing itself possessed by lymp- 
hoid tissue. The author is inclined to think that recurrences are 
much more frequent than is generally supposed. Indeed, he thinks 
that a new growth of lymphoid tissue always occurs, but that it 
may under certain circumstances not become hyperplastic as be- 
fore, but only reach the normal, giving rise to no disturbances. 

Another point made is, that in a good many instances the patient, 
discouraged by a return of the symptoms, loses faith in the treat- 
ment and is lost sight of, the physician believing that a cure has 
been effected. VITTUM. 
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The Immunization Treatment of Hay Fever.—E. FLETCHER 
InGALS, (Chicago).—7he Journ. of the Am, Med. Assn., June 
28, 1902. 

Statistical of 18 cases of hay-fever treated by the Holbrook 
Curtis immunization theory. Reasoning from the hypothesis that 
many cases are affected by both the golden rod and rag weed, a 
double preparation was employed instead of relying upon one. 
For the purpose of greater accuracy each patient was supplied with 
medicine from the same lots, the two fluid extracts being used in 
equal proportion, instead of Lig. Ambrosia, (Fraser), an unknown 
combination. The dose was taken 10 minutes before each meal, 
foliowed by water to obviate any tendency to gastric disturbance. 
Medicine droppers were employed graduated to equal 1 m. of medi- 
mine to 3 of water. Six minims (equal to 2 minims of medicine), 
were dropped into a capsule just before taking, or put upon lump 
sugar. The dose was gradually increased until the patient got 
60 minims, (equal to 20 minims of the combined extracts.) Pa- 
tients were directed to continue a week or two if the action was 
favorable; if no symptoms of the disease developed they were to 
discontinue, to be retaken if the disease manifested. They were 
also cautioned to watch for the special symptoms of hay-fever, 
and temporarily discontinue the drugs if they occasioned digestive 
disturbance. 

Believing a local application would be beneficial, then was 
ordered  Resorcin gr. v; adrenal (Armour), (vel. adrenalin chlo- 
rid gr. ss); ac. boric, grs. xvi; aq. camphor. hot 5iiiss; glycerin 
diss; aquae dest., hot. q. s. ad. 5ii. Macerate 4 hours, then filter. 
Sig.: Use as spray to nose and eyes 5 or Io times a day, when 
needed. At the close of the hay-fever season letters of inquiry 
were sent to 100 patients, 18 of whom responded. Twelve, or 67 
per cent. assert that they were benefited by the internal remedies. 
In several the symptoms subsided to reappear with the discontinv- 
ance of the medicine, and subside again with its use. Thirteen (or 
72 per cent.), believed they were benefited by the spray, while some 
found it deleterious, and one injurious even when it contained none 
of the fluid extract. Sixty per cent. of the whole were subject to 
.asthma during the attack, and half of these were convinced that 


their relief or benefit was due to the internal medication. The 
rest were unaffected. Three (or 7 per cent.) were uncertain 
whether their benefit came of atmospheric influences, and an 
equivalent number were unable to observe any effect whatever. 


e. ©, 
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The author emphasizes the consideration that other pollens than 
the two experimented with produce hay-fever irritation, therefore 
the failure to cure in certain of these cases does not fairly contra- 
dict the theory. In some the dose must have been too small, yet 
stomachic disturbance contraindicated an increase. The eclectic 
claim that ambrosia is a hemostatic may account for the dryness 
of the nose in some cases, indicating that this is a useful remedy 
in hay-fever and other nasal diseases. Of these patients 50 per 
cent. attributed the disease to rag weed, 33 per cent. to golden 
rod, and 17 per cent to other things. The cases were of about 
the usual gradations of severity in an equivalent number. 

The author declines any proprietary preparation of unknown 
constituency, such as Liq. Ambrosia, (Fraser), and was led to urge 
Parke, Davis & Co. to prepare standard fluid extracts. This firm 
has now put up chocolate covered tabloids of two sizes, each rep 
resenting 24% minims of each extract, which they assert will be as 
efficient as a liquid preparation. The author is sufficiently im- 
pressed to urge further investigation. F.C. E. 





Temperature after Mastoid Operation—Analysis of 100 Cases.— 
T. J. Harris, M.D. (New York).—Annals Ofol., Rhinol. et 
Laryngol., May, 1902. 


The author’s inquires into the significance of elevated tempera- 
ture after the mastoid operation ; whether it suggests an incomplete 
operation with retained pus or diseased bone, or imperfect asepsis ; 
or is there a normally elevated post-operative temperature due to 
the causes which originally produced the temperature. His an- 
swers to these questions as made in these cases are appended: 

1. Post-operative temperature of moderate amount is custom- 
ary in mastoiditis. 

2. The cause of it has not yet been definitely settled. 

3. Without accompanying symptoms it is without special sig- 
nificance, and should not be a source of anxiety. Ft, EB: 





Two Cases of Unilateral Deafness Due to Suppuration of Access- 
ory Nasal Sinuses.—]. Frank Crovucu (Baltimore.)—Jouvr. of 
Eye, Ear, Nose and Throat Diseases, Jan.-Feb., 1902. 





In both of these cases there was great loss of hearing in one ear 
with congestion of the membrana tympani. In one case tests 
showed that watch, acoumeter, whispered voice were not perceived, 
and bone congestion was greatly diminished. All the usual forms 
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of treatment of the ear were unavailing. Treatment of a suppurat- 
ing maxillary antrum promptly relieved the aural symptoms, while 
neglect led to their return. They disappeared with the final cure 
of the antrum disease. 

The other case was similar in nearly every respect, except that 
the spenoidal sinus was the one involved. The treatment of the 
sinus was followed with the same relief to the ear symptoms. 

EATON. 





Somnolence Caused by an Ear Lesion.—W. G. B. HARLAND 
(Philadelphia).—St. Louis Med. and Surg. Jour., May, 1902. 


Harland remarks that this case is an unusual one, he not hav- 
ing been able to find any similar one on record. 

A boy thirteen years of age complained of a tendency to sleep 
at all times. Without feeling tired or out of sorts in any way, he 
would go to sleep whenever his attention was not aroused by ac- 
tion. There was no vertigo, tinnitus, nausea, or headache. The 
only thing found after a careful physical examination was a small 
impaction of cerumen in the left ear. This was readily removed 
and a few drops of fetid pus found behind it, and the membrana 
macerated with a large perforation in the lower posterior quad- 
rant. Within a day, without treatment, the unnatural sleepiness 
disappeared. Later, with any return of discharge the sleepiness 
also returned. 

Harland is inclined to ascribe the symptom to either meningeal 
irritation from the absorption of pus, or possibly to pressure upon 
the labyrinth fluid. 

EATON. 





Intra-Tracheal Medication in Diseases of the Respiratory Tract.— 
Josuua L. Barton, M.D. (New York).—7he Jour. of Tubercu- 
losis, April, 1902. 


An experience of seven years in this method of medication leads 
the author to heartily indorse it. In simple acute tracheo-laryn- 
gitis, tracheo-bronchitis, bronchitis, and asthma, when secondary 
to bronchial disease, a rapid cure may be confidently predicted. 
The author discusses in succession the commonly offered objec- 
tions : 

1. Interference with respiration. 2. Excitation of severe 
cough. 3. Can be used only by the laryngologist. 4: Has no thera- 
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peutic value. Considering the length, diameter and ramifications 
of the trachea, aggregating a respiratory surface in these tubes of 
about 130 square meters, that this large surface is covered with 
epithelium capable of absorbing liquid and gases, and furthermore, 
that the amount of liquid introduced is only about half an ounce, 
in drachm doses, it is evident that there can be no complete or 
serious stoppage of air, and its equivalent, oxygen. 

The fear of cough may be dismissed in the knowledge that the 
remedies are dissolved in a bland, unirritating oily fluid as olive 
oil, glycerine, or petroleum. These do not irritate that portion of 
the larynx supplied by the superior laryngeal nerve, in the small 
quantity that comes in contact with the larynx, while the lower 
respiratory tract is made tolerant. 

Special training for administration is unnecessary. An ordinary 
aspiratory syringe, to which has been fitted a curved endo-laryn- 
geal tube seven inches in length, is all the apparatus required. 
The patient is required to avoid swallowing ; keep the tongue well 
drawn out, and to take a deep inspiration simultaneously with the 
quick injection of the fluid. Its therapeutic value is in proportion 
to its power to fulfill one or more of the following indications: 

To remove the cause of the disease; to modify its course; re- 
store normal physiologic action; disinfect the diseased tract; add 
to the comfort of the patient. Acting under these indications the 
author does not contend that intra-tracheal medication is a “sure 
cure” for tuberculosis, but rather a powerful adjunct to other 
treatment. F.C, E. 





A Case of Acute Articular Rheumatism of the Crico-Arytenoid 
Joints.—Wmn. E. Saver (St. Louis).—/nterstate Med. Jour., 
May, 1902. 

The case is reported as of interest in that it presents a rare mani- 
festation of a very common affection, the literature on acute articu- 
lar rheumatism of the laryngeal joints not being extensive. The 
possibility of such an occurrence is mentioned in most of the larger 
textbooks, but the actual number of cases reported is small. 

Sauer’s case was that of a very fleshy woman aged forty. When 
twelve years old she had an attack of acute articular rheumatism 
involving nearly all of the large joints, and two similar attacks later, 
but not severe. Three months before Sauer saw her she had suf- 
fered for two months with pain in, and some swelling of the ankle 
joints. During the attack in the larynx there were, besides the 
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constitutional symptoms, stenotic breathing, aphonia, and pain in 
the throat, especially on swallowing. The laryngoscope showed 
the rima glottidis very narrow, the vocal cords and arytenoid car- 
tilages immovable, but no evidence of any inflammation of the 
cords themselves. There was, however, some slight swelling and 
redness of the mucous membrane covering the arytenoid joints. 
External palpation of the larynx elicited sharp pains when pressure 
was made in the region of the crico-arytenoid joints. 

The case yielded to salicylate of soda, a Priesnitz compress, and 
aspirin after five days of treatment. 

EATON. 





Observation on Seven Years’ Use of Creosote in Pneumonia.— 
J. L. Van Zanpt (Fort Worth, Tex.)—Southern Practitioner, 
Dec. 1901. 


After a large personal experience, and from the reports of 
various practitioners who have used the remedy, through his 
recommendation, the author concludes that by it: “A large per 
cent of pneumonic cases are cut short or aborted, almost all the 
rest are mitigated, and the remainder, a very small per cent, are 
not at all affected by the remedy.” 

Dose: Seven and a half to ten minims every three hours for an 
adult; in severe cases more frequently for a few times. As some 
of those who had reported had good results from smaller doses 
more frequently repeated the author surmises that this method 
may be the better one, and worthy of a more extended trial. Ex- 
cept in cases offering special indications the remedy is employed 
alone. Expectorants and nauseants are never prescribed. 

a Oe 





Diphtheria Treated With Antitoxin and Pilocarpin.—E. W. 
SAUNDERS (St. Louis. )—St. Louis Courier Med., April, 1902. 

After several years elapsing since he published his observations 
on the treatment of diphtheria with antitoxin and pilocarpin, Saund- 
ers is strengthened in the position then taken that pilocarpin is 
a valuable adjuvant to antitoxin in the treatment of that disease. 

He claims that the pilocarpin stimulates the excretion of the 
toxin, an excites the activity of the leucocytes. He feels that the 
death rate in America of 5 to 15 per cent can be markedly reduced. 
In the past seven years he has treated about 300 cases in private 
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practice, and in the Episcopal Orphans’ Home and has not a single 
death to record. 

He advises in all cases of exudate or pseudo-membrane in the 
fauces to administer pilocarpine in sufficient doses at once, to incite 
salivation, diaphoresis, etc. The antitoxin follows according to the 
best experience. If the case comes under treatment after the fifth 
day, pilocarpin should be used with caution, on account of the 
danger of heart failure. Even when the temperature drops to nor- 
mal, (where the pilocarpin has been given early), and the mem- 
brane begins to cast off, the drug should be continued for one or 
two days in diminished doses. Fig oe 





Cystic Hygroma of Neck.—Sr. CrLarr THomson (Lancet) 
March 2, 1901. 


At a meeting of the Clinical Society of London, on February 22, 
Dr. StClair Thomson showed a woman, aged twenty-nine years, 
with a large irregular, soft swelling in the region of the upper half 
of the right sterno-mastoid. It was elastic and fluctuating, and 
was neither adherent nor inflamed. She was positive that the 
swelling commenced just before her marriage (at the age of 27 
years), as a small lump on the right side of the neck. This in- 
creased during pregnancy, and became larger after her first child 
was born, in September, 1900. Mr. Bland-Sutton had stated that 
congenital serous cysts of the neck were “always noticed at or im- 
mediately after birth.” Possibly, as they originated below the 
deep cervical fascia, the one in this case escaped notice until it had 
made its way through this membrane and had become superficial. 

; St. CLAIR THOMSON. 





An Epitome of the Subject of Rheumatism as Cause and Effect in 


Inflammation of the Throat.—Wwm. CHEATHAM (Louisville) 
—Med. Record, Dec. 14, 1901. 


Acute inflammation is an acute infectious disease, due to a type 
of streptococcus, found by F. Mayer, which he obtained from the 
tonsillar mucus cultures. When injected into animals it produces a 
local infiltration and necroses, but no suppuration, and after six 
or ten days, inflammation of the various joints occurs with a serous 


or sero-purulent exudate, with pericarditis, pleurisy, endocarditis, 
etc. 
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It is probable that this specific germ in rheumatic fever, enters 
the system at the tonsils or some other part of the naso-pharynx. 

The most common varieties of rheumatic sore throat are faucial 
erythema (most common in adults), and rheumatic tonsillitis more 
frequently seen in children. The follicular type is that seen in the 
young, while quinsy is more common in older subjects. 

The author’s belief is that chronic rheumatism causes frequent 
attacks of inflammation of the tonsils, pharynx and larynx; that 
acute exacerbations in chronic rheumatism and acute rheumatism 
are frequently ushered in or preceded by an acute tonsillitis; that 
following these attacks we may have all the heart, joint and other 
lesions that we find in any rheumatic affection. 

M. D. LEDERMAN. 





The Treatment of Nasal Catarrh by the General Practitioner. 
E. C. UnpERwoop (Louisville, Ky.)—St. Louis Medical and 
Surgical Journal, July, 1901. 

An enumeration of the several routine forms of nasal catarrh, 
and a plea for their treatment by the general practitioner. The 
author asserts his belief in the efficacy of hydrozone, in both the 
hypertrophic and: atrophic forms. He asserts its germicidal and 
disinfectant qualities in the proportion of a 50 per cent solution, 
in distilled water, applied as a spray every three hours. This cor- 
rects the foul odors in atrophic catarrh, and is curative in mild 
cases of hypertrophic catarrh where no constitutional disease is 
present. In the latter contingency appropriate systemic medica- 
tion is indicated. Cases in point are enumerated. 


F.C. EB. 




















BOOK REVIEWS. 


Diseases of the Nose, Pharynx, and Ear. By HENRY GRADLE, M.D., 
Professor of Ophthalmology and Otology, Northwestern University 
Medical School, Chicago. Handsome octavo of 547 pages, profusely 
illustrated, including two full page plates in color. Philadelphia and 
London: W. B. Saunders & Co., 1902. Cloth, $3.50 net. 

There are several features of this volume which stand out pre-eminently, 
which the author has summed up in his preface succinctly:—‘‘This volume is 
intended to present disease as the author has seen it during an experience of 
nearly twenty-five years. It has been the author’s aim to answer in detail 
those questions regarding the course and outcome of disease which cause the 
less experienced observer the most anxiety in an individual case questions 
to which an answet is not easily obtained from text-books.”’ 

The volume is neither a text-book nor a treatise, but rather a monograph 
containing the author’s experiences in diagnosis and treatment. Some of 
the original illustrations are rather crude, but the majority are taken from 
the works of Politzer, Zukerkandl and Hajek. It is a meritorious work. 

M. A. G. 


Atlas and Epitome of Otology. By Gustave BRUHL, M.D., of Berlin, with 
the collaboration of PRor. Dr. A. PoLitzeR, of Vienna. Authorized 
Translation from the German. Edited by S. MacCurn Smiru, M.D., 
Clinical Professor of Otology, Jefferson Med. College, Philadelphia. 
With 244 colored figures on 39 lithographic plates, and 99 text illustra- 
tions. Philadelphia and London: W. B. Saunders & Co., 1902. 
Can also be obtained of Lewis S. Matthews, 219 N. 10th St., St. Louis. 
From our point of view we are free to say that this Atlas is the most com- 

plete both as regards the minuteness and detail of the collection of specimens 

representing the anatomy and pathology of the ear and temporal bone, the 
beautifully executed illustrations, and the excellent and consecutive arrange- 
ment of the plates. Another feature which adds considerable value to this 

Atlas is the fact that the author had the co-operation of Prof. Politzer in the 

selection and arrangement of these plates, and that the wonderful collection 

of Prof. Politzer was placed at his disposal and was liberally drawn from. 
The second part of this Atlas contains excellent and concise chapters on 
the anatomy and physiology of the organ of hearing, embryology and com- 
parative anatomy, methods of examination, with very minute directions 
concerning functional tests, and a concluding chapter on pathology and 
treatment, in which special mention should be made of an excellent chapter 
on the technique of the radical mastoid operation and all of its accompany- 
ing sequelae. The text is much elucidated by numerous clear illustrations. 
It is a wonderful clinical hand book, and almost a substitute for personal 
instruction in this field of work. M. A. G. 
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A Manual of Otology. By GorHam Bacon, A.B., M.D., Professor of Otology 
in Cornell University Medical College, New York; Aural Surgeon, New 
York Eye and EarInfirmary. With an introductory chapter by CLARENCE 
JoHN BLAKE, M.D., Professor of Otology in Harvard University. Third 
Edition, Revised and Enlarged, with 120illustrations and 7 plates. New 
York and Philadelphia: Lea Brothers & Co. 


Perhaps the best evidence of the popularity and acceptability of this 
manual, is the fact that the third revised and enlarged edition has been 
issued in so short a time. We consider Bacon’s work the best working 
manual for the under-graduate in medicine, and as many of the plates and 
much of the text represents the author’s personal and clinical experience, it 
must also be considered a valuable adjunct for the special worker in otology. 

The new edition includes four full page half tones illustrating the mi- 
croscopic anatomy of the organ of Corti, and of the cochlea and pathological 
changes in the mastoid bone. 

Chapters on the significance of leucocytosis and lumbar puncture 
have been added. 

We predict a long and popular career for this book. M. A. G. 


Progressive Medicine, Vol. Il, 1902. A Quarterly Digest of Advances, Dis- 
coveries and Improvements in the Medical and Surgical Sciences. 
Edited by HopartT Amory HARE, M D., Professor of Therapeutics and 
Materia Medica in the Jefferson Medical College of Philadelphia. 
Octavo, handsomely bound in cloth, 452 pages, 5 illustrations. Per 
volume, $2.50, by express prepaid to any address. Per annum, in four 
cloth-bound volumes, $10.00. Philadelphia and New York: Lea 
Brothers & Co. 


This volume of Progressive Medicine contains no chapters on otology and 
laryngology, but to those of our readers who are interested in ophthalmology 
we call attention to the excellent chapter by Dr. Edward Jackson. The 
other monograph which may be of especial interest to our readers, is that on 
diseases of the blood by Dr. Alfred Stengel, the most exhaustive and up-to- 
date review on Hematology which we have yet seen. M. A. G. 








